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Masson, P.: Giant Neuronzvus of the Hairy 
Scalp. Ann. Surg., 1931, xciii, 218. 


The author believes that pigmented moles are 
formed essentially by abnormal proliferation of the 
ends of the tactile nerves; that nevi are neuro- 
neurinomata of tactile nerves and therefore not 
derived from connective tissue at all, as has been 
supposed by some. 

The specimen which is the subject of this article 
was taken at autopsy from a child of three years who 
died of bronchopneumonia. A decided elevation of 
the entire hairy scalp was noted. ‘The hairs were 
sparse, revealing a white epidermis which everywhere 
was smooth and flat. Palpation gave an impression 
of soft elasticity and vague fluctuation suggesting 
phlegmonous infiltration. Incision revealed an 
enormous (2 cm.) thickening of the derma and 
hypoderm, which were fused together in a perfectly 
white homogeneous tissue. This represented a 
generalized, almost smooth pachyderma of the 
entire hairy scalp. 

Histological examination showed two layers of 
equal thickness. The deeper layer corresponded to 
the hypoderm, whereas the more superficial layer 
was compact and corresponded to the fibrous derma. 

The deep zone consisted mainly of the tumor cells 
known as nervoid bundles, a multinucleated and 
plexiform syncytium which was differentiated fre- 
quently into gigantic tactile corpuscles and traversed 
by connective tissue septa containing voluminous 
arteries alongside which ran medullated nerve fibers. 
The superficial zone varied at different points. In 
places the fibrous tissue was normal and free from 
foreign cells. At other points the tumor bundles had 
completely invaded so that when the papillary layer 
of the skin was reached they were grouped in masses 
of cells, rounded or in columns, and many of them 
contained melanin pigment unequally distributed. 

The tumor thus possessed all of the histological 
structures of a mole or a neuronevus. It was of 
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extraordinary dimensions. It should be classed 
with the smooth pachydermias of the hairy scalp. 
It differed from ordinary nevi in the enormous 
development of the deep zone which formed a vast 
fasciculated and plexiform neurinoma at least 1 cm. 
thick and in the huge size of its corpuscles. A 
further peculiarity was the inconstancy of the 
epitheloid cells which were found at certain points 
in the superficial zone, often too distant from the 
epidermis for an epidermal origin. This feature was 
of interest in showing that a nevus may be formed 
without any involvement of the epidermis, all of 
its elements, even the superficial epitheloid cells, 
springing from the cutaneous nerves. 
Maurice Meyers, M.D. 


Dufourmentel, L.: Notes on Cancer of the Superior 
Maxilla (Notes sur le cancer du maxillaire supé- 
rieur). Bull. et mém. Soc. d. chirurgiens de Par., 
1930, XXll, 745. 

Cancers of the superior maxilla present several 
peculiarities which gives them a very distinct in- 
dividuality. These peculiarities are: 

1. The relative frequency of epithelioma in young 
adults. 

2. The strictly local development of the condition 
in most cases. The lesion may become very serious 
locally without affecting the general health. 

3. The indisputable curability of certain cases 
which appear desperate. 

The author reports four cases. The first two show 
that while cancer of the jaw in young adults can be 
cured, repeated operations may be necessary to 
eradicate it. In the first case the initial operation 
was performed ten years ago. 

The mutilation need not prevent an active life. As 
long as the tongue and the base of the skull are not 
involved the breach may be hidden and the ingestion 
of food and phonation accomplished normally by the 
use of a prosthesis. 

In the third case reported the patient survived 
fourteen years. 
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The operative technique must be adapted to the 
particular lesion. As a rule the orbital floor may be 
preserved, descent of the eye being thereby avoided. 
In nearly all cases the first step should be ligation of 
the external carotid. Pace. 


EYE 


Goldenburg, M., and Fabricant, N. D.: The Eye 
in the Tuberculous Patient. Arch. Ophth., 1931, 
v, 66. 

Because of the frequent statement that eye lesions 
are rare in pulmonary tuberculosis, the authors 
made an exhaustive study of the eyes of 1,178 
patients, 1,073 of whom had proved tuberculosis. 
Seven showed pathological changes in the iris and 
19 showed fundus changes that could be considered 
as tuberculous. VirciL Wescott, M.D. 


Harbridge, D. F.: Eye Injuries in Epileptics. Am. 
J. Ophth., 1931, xiv, 22. 

The author reports three cases of injury to the 
eye during an epileptic attack. In one, the globe 
was avulsed in a fall on a stick of wood. In another, 
the eyelids and eyes were injured by a fall into a 
cactus plant. In the third, the wound produced by 
the extraction of a senile cataract was opened a 
week after the operation and a deep pustular 
keratitis developed. SamMvuEL A. Durr, M.D. 


Sorsby, A.: Latent Nystagmus. Brit. J. Ophth., 1931, 
XV, I. 

While earlier observers were acquainted with 
latent nystagmus, the Fromagets are credited with 
establishing it as a clinical entity. Under this name 
they have reported cases in which there was no 
nystagmus when both eyes were open, cases in 
which nystagmus was present when both eyes were 
open if the eyes were either converging or in ex- 
treme positicns, and cases in which nystagmus was 
present normally when both eyes were open, but 
became considerably more marked when one eye 
was covered. 

These cases show that exclusion of an eye either 
converts a latent nystagmus into a manifest 
nystagmus or makes a manifest nystagmus more 
marked. Vircit Wescott, M.D. 


Stutterheim, N. A.: Indications for the Kinetic 
Treatment of the Eyes. Brit. J. Ophth., 1931, 
Monograph Supp. V. 

This exhaustive monograph includes a summary 
of the literature on convergence insufficiency and 
gives the author’s own theories with regard to the 
condition. 

Asthenovergence is defined as eyestrain in the 
presence of insufficient motor coordination sub- 
serving fusion of the ocular images. Numerous cases 
in which good results were obtained from kinetic 
treatment are reported. The treatment was carried 
out by the oculist with a modified Hazen kratom- 
eter. SAMUEL A. Durr, M.D. 
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Duane, A.: Accommodation. Arch. Ophth., 1931, v, 1. 

No one in America has contributed more to our 
knowledge of accommodation, both scientific and 
practical, than the late Dr. Alexander Duane of Ney 
York. Mrs. Duane has consented to the publication 
of some of the chapters from the book “Ocular 
Muscles” which Dr. Duane had nearly completed at 
the time of his death. This article deals with some of 
the author’s well-known ideas regarding the current 
theories of accommodation, the cause of presbyopia, 
physical and physiological accommodation, and the 
author’s researches in this field. 

Vircit Wescott, M.D. 


Pavia, L.: Pigmented Degeneration of the Retina 
(Degeneraci6n pigmentaria de la retina). Rev. olv- 
neuro-oftalmol. y de cirug. neurol., 1930, V, 535. 


Pigmented degeneration of the retina is classific:! 
as a retinosis. Its course is slow and progressive 
The classical signs are hemeralopia, changes in direct 
and indirect vision, and the appearance of foci of 
pigmentation. 

The author reports the case of a man fifty-four 
years of age which in some respects was atypical. 
The patient was under observation and treatment 
from February to September. For three years he 
had noticed that his vision failed as night came on. 
Both disks were excavated, and the retina showed « 
ring of chorioretinal atrophy of the senile type. The 
pigmentation was more marked in the left eye than 
in the right. The Wassermann reaction was neg: 
tive. Direct vision was normal. The changes in 
indirect vision are shown in diagrams. 

Three courses of treatment were given. The first 
consisted of a daily dose of 12 pills of yatren for 
fifteen days; the second, of 3 daily doses of hep- 
atoglycerol for thirty days; and the third, of the 
daily administration, for four weeks, of 2 tubes of 
extract of liver. By the beginning of July the visual 
fields showed improvement. By the first of Septem- 
ber direct vision had decreased. The variations in 
indirect vision from month to month were unusual 
since in the typical case indirect vision decreases 
constantly and progressively. 

From the relative preservation of direct vision, the 
integrity of the fovea, the reaction to treatment, and 
the fact that indirect vision was fairly good, the con- 
centric decrease for white not having become any 
worse and the field for red having enlarged, the author 
concludes that the prognosis in this case is rather 
good for the patient’s age. The lack of sensitiveness 
to blue he attributes to the retinal lesions. The 
partial absorption of the pigment shown photograph- 
ically confirmed the theory of Krueckman that a 
pathological condition of the retina is a necessary 
preliminary to the infiltration of pigment, and that 
the pigmentation is secondary and caused by the 
atrophy of the retina. The decrease in the pigmenta- 
tion and the improvement in indirect vision in the 
case reported indicate slight regression of the lesions 
and prove that the treatment was logical. 
Aubrey Goss Morcan, M.D. 
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EAR 


Fraser, J. S.: Maldevelopments of the Auricle, 
External Acoustic Meatus, and Middle Ear: 
Microtia and Congenital Meatal Atresia. Arch. 
Otolaryngol., 1931, Xiii, 1. 

The author states that the external and middle 
ears are developed from the first visceral or pharyn- 
geal cleft and the first and second visceral arches. 
The inner or medial part of the first cleft forms the 
eustachian tube and tympanum, while the outer or 
lateral part is converted into the auricle and external 
acoustic meatus. 

Microtia and congenital meatal atresia are due to 
maldevelopment of the structures mentioned. The 
maldevelopment must occur in the second month of 
fetal life. There is malformation not only of the 
auricle, external meatus, and tympanum, but also of 
the malleus and incus which arise from the cartilag- 
inous bar of the first arch. The malleus is especially 
prone to maldevelopment. Moreover, the laterohyal, 
which is formed from the cartilaginous bar of the 
second arch, is usually excessively developed and in 
many cases is responsible for the bony meatal atresia. 
The cause of the malformation is probably a fault in 
the germ plasma, but in rare cases mild deformity of 
the auricle may be due to intra-uterine injury. 

The tubercles that form on the external surface of 
the first or mandibular arch do not develop in the 
normal manner. Auricular deformity varies from 
slight malformation such as the pointed or darwinian 
ear to total absence of the auricle. 

The invagination of the surface epithelium which 
forms the primitive external acoustic meatus fails to 
develop or develops imperfectly. In consequence, 
the tympanic ring, which is formed by ossification 
of the mesoblast around the tympanic membrane, is 
congenitally defective or absent. The meatal atresia 
may be membranous or bony. 

The otic vesicle, from which the membranous 
labyrinth is formed, develops earlier than, and quite 
independent of, the external and middle ear. The 
labyrinth is usually normal in cases of microtia and 
congenital meatal atresia. 

In a typical case, the auricle is malformed or ab- 
sent, the external meatus is occluded by bone, the 
malleus is small or absent, and the incus is large and 
misshapen. The tympanum is narrowed, not only 
from above downward, but also from side to side, and 
the window niches are occluded by connective 
tissue. The facial nerve is usually small and may 
cross the tympanum uncovered by bone. 

Microtia and meatal atresia are not rare. They 
occur more frequently in males than in females and 
more often on the right side than on the left side. 
They are more frequently unilateral than bilateral. 
In rare instances they occur in more than one mem- 
ber of a family. Facial paresis, maldevelopment of 
the mandible, facial hemi-atrophy, and other con- 
genital deformities are often associated with them. 

Hearing tests usually show the results obtained in 
lesions of the sound-conducting apparatus, but even 
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in bilateral cases the human voice is usually heard 
well enough to allow development of the patient’s 
speech (Toynbee). Functional examination by 
means of rotation tests usually shows the vestibular 
apparatus to be normal. 

In unilateral cases, operation should be performed 
only when otitis media and mastoiditis are present 
on the affected side. In bilateral cases, operation is 
indicated only if the deafness is marked and roent- 
genograms and functional examination show that the 
labyrinth is normal (Marx). 

James C. BRASWELL, M.D. 


McKenzie, D.: The Pathogeny of Aural Choles- 
teatoma. Proc. Roy. Soc. Med., Lond., 1931, xxiv, 
332. 


The author discusses the manner in which growing 
epidermal cells gain the interior of the tympanic, 
antral, and mastoid cavities to form aural choles- 
teatomata. In rare cases these tumors occur as pri- 
mary growths without suppuration, but in the 
otological literature reference is generally made to 
the secondary type with suppuration. 

The formation of cholesteatomata has been at- 
tributed to the immigration of cells, transformation 
or metaplasia of cells from irritation, suppuration, 
and desiccation. As a primary cholesteatoma may 
form in the temporal bone without antecedent sup- 
puration and as suppuration is not found in it until 
after the occurrence of rupture into the tympanum 
with secondary infection, it is open to question 
whether the condition is ever the sequela of suppu- 
ration. The author discusses the origin of primary 
cholesteatoma of the temporal bone. 

Cholesteatomata showing a structure identical 
with that of aural cholesteatomata have been found 
in the subarachnoid cisterne at the base of the brain. 
This fact suggests that such growths are formed by 
the inclusion of epidermal cells during embryonic 
life. The author favors the inclusion theory. He is 
so convinced of the primary nature of cholestea- 
tomata that he believes the theory attributing them 
to suppuration is based on error in the interpretation 
of clinical and pathological findings. 

GeorcE R. McAutirr, M.D. 


Bonnahon, J.: A Contribution to the Bacteriolog- 
ical Study of Suppurations of the Ear Caused 
by Aérobic Pyogenic Bacteria (Contribution 4 
Vétude bactériologique des suppurations auricu- 
laires 4 microbes pyogénes aérobies). Arch. internat. 
de laryngol., 1930, xxxvi, 897. 

Bacteriological examination should be practiced 
systematically in suppurations of the ear as it gives 
valuable information with regard to the prognosis 
and treatment. In acute suppurations the bacteria 
most frequently found are streptococci and pneumo- 
cocci. Otitis complicated by mastoiditis, particularly 
that of hematogenous type, and septicemia are 
generally caused by streptococci. In pneumococcus 
infections there is less tendency for the condition to 
become generalized and the prognosis is more favor- 
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able. However, infection due to the pneumococcus 
of the third type, pneumococcus mucosus, is particu- 
larly to be feared because of the enormous de- 
structive lesions associated with it and the fact that 
it is frequently propagated to the meninges. 

In staphylococcus mastoiditis, which is the most 
benign form, a very small drain may be used or the 
wound may be closed completely. In streptococcus 
mastoiditis the wound must be drained freely and 
frequent cultures must be made as the streptococci 
may remain virulent for a long time and cause seri- 
ous late sequel such as thrombophlebitis and men- 
ingitis. 

Bacteriological examination is of course a neces- 
sary prerequisite to vaccine or serum treatment. In 
acute cases, only staphylococcus infection seems to 
be amenable to vaccine treatment. In subacute and 
chronic cases vaccine treatment is more successful 
against other forms of bacteria. Nisnevitch reports 
using local vaccination successfully in twenty-one 
cases of scarlatinal otitis. 

Serum therapy seems to be successful only in 
pneumococcus infection. The anti-pneumococcus 
serum of the Pasteur Institute seems to be effective 
against all but the mucous pneumococcus mucosus. 
Human blood, either normal or prepared by im- 
munotransfusion, seems to be preferable to horse 
serum. AuprEY Goss Morcan, M.D. 


NOSE AND SINUSES 


Gay, A.: Tumors of the Nasopharynx (Tumores del 
nasofarinx). Semana méd., 1930, Xxxvii, 1613. 

The author reports twelve cases of tumor of the 
nasopharynx and supplements his report with 
sketches of the operations, photographs of the 
patients, and photomicrographs. 

He divides nasopharyngeal tumors into five 
groups: (1) the nasal, (2) the auricular, (3) the 
ganglionic, (4) the nervous and ocular, and (5) the 
mixed. 

He states that as the symptoms of tumor of the 
nasopharynx are at first the same as those of other 
affections involving the same region, a careful 
rhinopharyngoscopic examination for tumor should 
be made in every case presenting nasal, paranasal, or 
auricular, symptoms. 

The prognosis depends to a great extent on the 
time at which treatment is given. In cases of 
nasopharyngeal fibroma treated early the prognosis 
is very favorable. In cases of malignant tumor the 
operative prognosis is favorable, but there is always 
danger of recurrence. 

For the treatment of fibromata, Gay recommends 
only diathermic coagulation with the technique and 
instruments of Samengo, which he shows in illus- 
trations. For malignant tumors he recommends 


diathermic coagulation by the same technique either 
alone or combined with deep roentgen and radium 
therapy, depending on the clinical form of the tumor 
and the period of its development when the treat- 
ment is begun. 


AupREY Goss MorcGan, M.D. 
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Romaniello, G.: Variations in the Iodine Content 
of the Thyroid in Pregnancy and in the Fetal 
Thyroid (Sull’eventuale variazione del contenuto 
in jodo della tiroide in gravidanza e della tiroide 
fetale). Arch. di ostet. e ginec., 1930, XxXxvii, 716. 


The chief of the obstetrical and gynecological 
clinic at Sienna, Spirito, concluded from his investi- 
gations some years ago that the thyroid increases in 
size during pregnancy and still more so during labor 
and then decreases rapidly in the puerperium with 
two slight rises on the fourth and seventh days; that 
the increase during pregnancy is due chiefly to 
hyperemia and retention of colloid and to a less 
degree to hypertrophy; that the increase during the 
puerperium is due only to hyperemia; and that the 
histological and microchemical changes show hyper- 
function. These conclusions were later disputed, 
some gynecologists even claiming that there is hypo- 
function of the thyroid during pregnancy. 

The author studied the problem by Fabozzi’s 
method of fixing sections of the thyroid with pal- 
ladium chloride and ro per cent formalin and exam- 
ining them microscopically with or without staining. 
When this method is used the iodine appears in the 
form of black granules. The experimental animals 
were guinea pigs at various stages of pregnancy and 
the puerperium. Non-pregnant guinea pigs were 
used for controls. 

Romaniello found that in the pregnant animals the 
vesicles of the thyroid were increased in size while the 
cells assumed a low cubical form. The colloid stained 
more intensely than in the non-pregnant animals 
because it was denser. The black iodine granules 
were more numerous than in the non-pregnant 
animals, the increase being in proportion to the stage 
of the pregnancy. In the puerperium, the iodine 
content rapidly returned to normal. 

The thyroids of embryos and fetuses did not give 
any reaction by this method. No iodine could be 
demonstrated in the thyroid until several days after 
birth. This finding refutes the generally accepted 
theory that the iodine of the thyroid has an im- 
portant effect on growth. It is possible, however, 
that the iodine requirement for growth may be sup- 
plied by the mother’s thyroid. 

Aubrey Goss Morean, M.D. 


Walters, O. M., Anson, B. J., and Ivy, A. C.: The 
Effect of X-Rays on the Thyroid and Para- 
thyroid Glands. Radiology, 1931, xvi, 52. 


Several attempts have been made in the past to 
determine the effect of irradiation on the thyroid 
gland. The results were rather inconclusive as the 
animals were killed too soon after the irradiation. 
In the investigation reported in this article, which 
was carried out on dogs, the animals were killed 
at various intervals up to nine months after the 
treatment. 

A technique and dosage identical with that used 
in the clinical treatment of hyperthyroidism was 
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employed and followed by histological examination 
of the thyroids. Only a slight change, in the nature 
of hy perplasia, was revealed. When a dosage suf- 
ficiently excessive to produce ulceration of the skin 
was given the capsule of the gland was found to 
be thickened although the parenchyma was little 
altered. 

Doses such as are used in the treatment of hyper- 
thyroidism produced hyperplasia of the parathy- 
roids. In the dogs which were allowed to live for 
several months following the treatment, a definite 
increase in the connective tissue and, in spite of the 
hyperplasia, a gradual slight decrease in the blood 
calcium were found. 

It is pointed out that these results do not neces- 
sarily apply to the hyperplastic thyroid, or Graves’ 
disease, which is a different problem. 

The results indicate that the clinical dosage used 
in the treatment of hyperthyroidism will not injure 
the parathyroids. Cuartes H. Heacock, M.D. 


Brown, A.: The Influence of Cervical Paravertebral 
Anesthesia upon the Pulse Rate During 
Operations upon the Toxic Thyroid Gland. 
Surg., Gynec. & Obst., 1931, lii, 25. 

The use of iodine in the pre-operative preparation 
of patients with goiter has proved of great value in 
preventing collapse during the operation and de- 
creasing the danger of thyroid crisis after the opera- 
tion. Nevertheless, whatever the type of anesthetic 
used for the thyroidectomy, the pulse becomes more 

rapid during the operation and the necessary 

operative manipulation places added strain on the 
already over-stimulated hear. 

The impulses which control the rate of the heart 
beat reach the heart through the sympathetic and 
parasympathetic nervous systems—the accelerator 
impulses through the former and the depressor im- 
pulses through the latter. The fibers of the sym- 
pathetic nervous system through which the ac- 
celerator impulses are conveyed arise at various 
levels from the sympathetic ganglionated cord which 
extends from the superior cervical to the fourth 
thoracic ganglion and may be divided into three 
groups—the upper, the middle, and the lower. The 
upper group includes the superior and middle 
cervical cardiac branches of the sympathetic; the 
middle group, the lower cervical cardiac nerve which 
arises from the lower cervical ganglion; and the 
lower group, the upper thoracic cardiac nerves. 

Considerable accelerator stimulation of the heart 
is therefore carried by nerves which have their origin 
in the upper portion of the neck in close proximity 
to the points of emergence of the four upper periph- 
eral cervical nerves and the transverse processes of 
the four upper cervical vertebre. 

From investigations of the influence of cervical 
paravertebral anesthesia on the pulse rate during 
operations on the toxic thyroid gland, the author 
— the following conclusions: 

. Cervical paravertebral anesthesia anesthetizes 
ie upper cervical nerves, the upper cervical sym- 
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pathetic ganglion, and the upper part of the sym- 
pathetic cord. 

2. After the induction of this anesthesia these 
nerves are incapable of transmitting accelerator im- 
pulses to the heart and the moderator impulses of the 
vagus reach the heart opposed only by the accelera- 
tor impulses through the lower cervical and upper 
thoracic cardiac branches of the sympathetic. Asa 
rule, these are not strong enough to overcome the 
vagus completely and the pulse rate falls. 

3. During subtotal thyroidectomy for hyper- 
thyroidism cervical paravertebral anesthesia exerts 
a definite slowing effect on the rate of the pulse. 

4. As cardiac shock is reduced under para- 
vertebral anesthesia the operative procedure does 
not diminish the patient’s already weakened reserve 
and the postoperative course is smoother and asso- 
ciated with less cardiac reaction than when other 
types of anesthesia are used. R. B. V. Suter, M.D. 


Boothby, W. M., Haines, S. F., and Pemberton, 
J. deJ.: Postoperative Parathyroid Insuffi- 
ciency. Am. J. M. Sc., 1931, clxxxi, 81. 


Postoperative parathyroid insufficiency is a syn- 
drome characterized by a decrease in the serum 
calcium accompanied by irregular, intermittent at- 
tacks of tetany and, in the later stages, constitutional 
changes of a trophic nature. It is due to surgical 
extirpation or trauma of the parathyroids which re- 
sults in more or less complete cessation of the func- 
tional activity of these glands. It may occur when a 
standard operative technique is used and therefore 
is often unavoidable. 

On account of the rarity of this syndrome it is 
difficult to obtain a sufficient number of cases for 
observation of the symptoms and the effect of differ- 
ent methods of treatment. During the six years from 
1924 to 1929, inclusive, thyroidectomy was per- 
formed at the Mayo Clinic approximately 13,300 
times. The ratio of female to male patients was 
approximately 3:1. Parathyroid insufficiency was 
not noted in any of the male patients in this series. 

In acute postoperative parathyroid insufficiency 
the tetanic spasms, including laryngeal spasm, can 
be controlled by the administration every two hours 
of a generous teaspoonful of powdered calcium 
lactate dissolved in water. In the more severe cases 
in which there is difficulty in swallowing, 5 or 6 
additional teaspoonfuls of calcium lactate dissolved 
should be given by proctoclysis. The intravenous 
administration of calcium chloride is necessary only 
rarely, and the administration of parathormone is 
hardly ever required in the immediate postoperative 
period. 

In the milder cases of chronic postoperative 
parathyroid insufficiency (in some of which the 
insufficiency is probably not complete) the condition 
can sometimes be controlled by the regular ad- 
ministration, 4 or 5 times a day, of 1 teaspoonful of 
calcium lactate dissolved in water and 2 or 3 tea- 
spoonfuls of cod liver oil daily. Irradiated ergosterol 
may be used instead of cod liver oil, but as yet the 
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dosage advisable for long periods has not been 
determined. 

In the more severe cases, including those in which 
the insufficiency apparently is complete, para- 
thormone must also be administered. As in all 
_ deficiency diseases, the medication must be con- 
tinuous and regular. In the presence of complete 
deficiency it must probably be administered in- 
definitely. It is known that a quantity of the active 
principle of the thyroid gland which will not cause 
serious trouble when given in a single dose may, if 
given repeatedly, cause marked hyperthyroidism 
and even prove fatal. It is pointed out also that the 
use of parathormone in large doses, which may be 
safe if for a short period, may be harmful if con- 
tinued for a long period. In general, it has been 
found that for continuous administration only small 
doses such as 5 units daily or ro units every other 
day should be used. In some cases, however, 10 
units every day, and occasionally 20 units daily for 
short periods, will be necessary. The use of larger 
doses over any considerable time is probably danger- 
ous. 

Under treatment with calcium lactate and cod 
liver oil or irradiated ergosterol such as has been out- 
lined, even patients with severe and apparently com- 
plete parathyroid insufficiency can be maintained in 
good, if not perfect, health. If the parathyroid in- 
sufficiency is less severe and apparently not com- 
plete, the patient can be maintained in good con- 
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dition without parathormone if suitable doses of 
calcium lactate and cod liver oil or irradiated 
ergosterol are administered. 


Negus, V. E.: Observations on Semon’s Law. 
J. Laryngol. & Otol., 1931, xlvi, 1. 


The larynx consists of a sphincteric girdle, the 
adductor muscles which close it, and a group of 
dilator or abductor muscles which open it. Semon, 
in 1881, called attention to the tendency of the 
abductor fibers of the recurrent laryngeal nerve to 
become affected sooner than the adductor fibers in 
peripheral disease or injury and in disease of roots or 
trunks of this nerve. This is evidenced by the fact 
that if the recurrent laryngeal nerves are pressed 
upon or the function of these nerves is disturbed 
movements of closure may still be possible but not 
movements of dilatation. 

The author reviews the comparative anatomy and 
anatomical structure of the larynx in certain fish and 
mammals, the mechanism of closure of the larynx 
during deglutition in different animals, the anatom- 
ical structure of the larynx which allows simulta- 
neous respiration and deglutition in certain species, 
and the mechanism of voice production in man and 
animals. 

These observations indicate that the sphincteric 
band has a vital function and originated earlier in 
the sck2me of evolution than its antagonists, the 
dilators. Wittram J. Pickett, M.D. 

















SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Mock, H. E.: Skull Fracture and Cerebral Injuries. 
Internat. J. Med. & Surg., 1931, xliv, i. 


Mock discusses skull fracture and cerebral in- 
juries on the basis of his last 100 cases. He stresses 
the importance of prolonged rest in bed. He states 
that roentgenograms should always be made, but 
that the roentgen examination should be delayed 
until the patient’s life will not be jeopardized by 
the manipulations incident thereto. He regards 
lumbar puncture as an important procedure when 
it is indicated, but believes it should not be done 
as a routine measure. Leo M. Davinorr, M.D. 


Egidi, G.: The Treatment of Traumatic Cranio- 
cerebral Lesions with the Exception of Gun- 
shot Wounds (Trattamerto dei lesioni cranio- 
cerebrali traumatiche, escluse quelle da arma da 
fuoco). Riforma med., 1930, xlvi, 1622. 


As depressed fractures of the skull, even when 
deep, rarely cause signs of compression of the brain, 
many surgeons advise against operating upon them. 
According to others, systematic operation should be 
done not only for correction of the bone deformity, 
but also for treatment of the lesions of the brain and 
meninges that often occur at the site of the depres- 
sion and may later cause epilepsy even when they 
do not produce immediate symptoms. If the dura 
and brain are injured, a search should be made for 
penetrating bone fragments and if any fragments are 
found they should be removed. The dura should 
then be sutured, the breach in the bone repaired with 
the fragments, and the skin sutured. In open frac- 
tures, the wound of the soft parts should be cleansed 
and trimmed and any bruised or necrotic tissue 
removed. All bone fragments should be removed 
and the edges of the dura regularized. If absence of 
pulsation indicates compression of the brain, a larger 
incision should be made and hematomata and 
bruised brain tissue removed. Closure of the wound 
is probably less dangerous than drainage, but if in- 
fection develops, the wound must be opened at once. 

Intracranial hematomata may be diagnosed by 
spinal or cranial puncture and by roentgen examina- 
tion after the subdural space and ventricles have 
been filled with gas. The gas may be introduced 
directly into the lateral ventricles or by lumbar 
puncture. As there is some danger in the introduc- 
tion of air in recent injuries, the author advocates 
exploratory puncture of the skull in such cases, par- 
ticularly those with signs of compression. 

The treatment of diffuse traumatic cerebral com- 
pression includes the treatment of fracture of the 
base of the skull. The latter is responsible for most 
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of the deaths from trauma of the skull. The mor- 
tality of fracture of the base is 5¢ per cent, and more 
than half of the deaths occur wit/iin the first twenty- 
four hours. Decompression should be done early and 
systematically, for if the compression reaches the 
paralytic stage treatment may do harm instead of 
good. Dehydrating treatment should be given at 
once, and at the same time an exploratory cranial 
puncture should be done to determine whether the 
compression is caused by a hematoma. If the result 
of puncture is positive, the hematoma should be 
aspirated. If it is negative, the dehydrating treat- 
ment should be continued for several weeks. When 
magnesium sulphate is used to obtain dehydration, 
signs of intoxication are rare, but there is a possi- 
bility of causing too great dehydration. If the pulse 
becomes rapid from dehydration, the magnesium 
sulphate should be stopped and fluid should be 
given. In some hospitals this treatment, combined 
with repeated lumbar puncture, has been adopted 
in place of decompressive trephination. 
Dehydration therapy is absolutely contra-in- 
dicated in cases of hypothermia with a rapid pulse 
from loss of blood and in cases of shock with a low 
blood pressure and a rapid pulse and respiration. 
Such cases should be treated with heat and stimu- 
lants, as any further dehydration might be fatal. 
When shock is associated with cerebral compression 
there is not much hope, but in some cases life may 
be saved by the immediate intravenous injection of 
small amounts of glucose solution for the shock and 
puncture of the ventricles or lumbar puncture for 
the compression. When the shock is over, dehydrat- 
ing treatment with magnesium sulphate may be 
given. The treatment depends on the pulse and 
respiration. If the pulse is over 120, fluids should 
be administered; if the respiration is less than 20 
or irregular, dehydration is indicated. The tempera- 
ture and pulse should be recorded as their vari- 
ations are more important than their absolute values. 
Death from brain trauma is due to disturbance of 
respiration, but as the medulla frequently does not 
show any demonstrable lesions it is probable that 
some of the lesions are functional and remediable. 
If life can be prolonged by artificial respiration, 
function may return. AupREY Goss MorGan, M.D. 


Giacobbe, C.: The Treatment of Craniocerebral 
Traumata, Except Gunshot Wounds, in Mili- 
tary Medicine (Trattamento dei traumi cranio- 
cerebrali, esclusi quelli da arma da fuoco, in medi- 
cina militare). Riforma med., 1930, xlvi, 1628. 


The author reviews 257 cases of craniocerebral 
injury. 

Cases of simple cerebral concussion without frac- 
ture should be treated by the application of an ice- 
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bag to the head and the injection of stimulants. In 
rare cases of persistent headache, lumbar puncture 
is followed by immediate relief. In the author’s 
treatment of open fractures, operation is performed 
at once unless the intensity of the shock or the 
seriousness of the associated lesions prevent it. The 
wound is cleansed, the edges of the skin are trimmed, 
free bone fragments and clots are removed, and as 
a rule the wound is completely closed. In early 
cases, the results are very good, but in those treated 
late they are less satisfactory because of infection. 
Operation is performed also in cases of depressed 
fracture unless the depression is a mere flattening 
of the normal curvature of the skull in a silent zone 
with no symptoms of compression. In closed linear 
fractures, operation is performed if there are signs 
of irritation or compression. In any case, careful dis- 
infection of the region is of great importance. In 
fractures of the base, the treatment of choice is lum- 
bar puncture combined with cleansing of the nose, 
ear, and pharynx. 

In none of the cases reviewed was it necessary to 
perform subtemporal trephination, which is used in 
place of lumbar puncture in blocking of the foramen 
magnum. In all of the cases complicated by men- 
ingo-encephalitis death resulted. Serum and pro- 
tein therapy may be tried in such cases as occa- 
sionally basal meningitis may become localized like 
peritonitis and operation may then be performed 
with some chance of success. If infection occurs, 
low trephination of both temporal regions with sub- 
dural drainage may be tried. The immediate injec- 
tion of urotropin is also recommended as the uro- 
tropin may pass into the spinal fluid and prevent 
the development of bacteria that are not very viru- 
lent. Operation is indicated in jacksonian epilepsy. 
In cases with subjective symptoms such as head- 
ache, dizziness, insomnia, and irritability, lumbar 
puncture is indicated. For cases of headache and 
chronic dizziness from meningeal adhesions, Pen- 
field suggests the injection of air after the removal 
of spinal fluid. This causes an immediate reaction 
associated with headache and vomiting, but in from 
60 to 70 per cent of cases is followed by cure. 

In the author’s 257 cases there were 44 deaths, a 
mortality of 17.12 per cent. Twenty-one of the 
deaths occurred within the first thirty-six hours. In 
craniocerebral trauma the danger is due chiefly to 
the severity of the concussion, the more or less dif- 
fuse compression from hemorrhage, and the effects 
of hypertension on the medulla. Most of the 
author’s patients who died in the first thirty-six 
hours had associated serious abdominal and tho- 
racic lesions. Auprey Goss Morcan, M.D, 


Alberti, O., and Mascherpa, F.: The Use of the 
Roentgen Rays in the Treatment of Cranio- 
cerebral Trauma (Il sussidio radiologico nel 
trattamento dei traumi craniocerebrali). Riforma 
med., 1930, xlvi, 1632. 


The authors emphasize the necessity for close col- 
laboration between roentgenologist, surgeon, and 
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neurologist in the treatment of craniocerebral inju- 
ries. They review the different types of fracture of 
the skull, describe the technical devices necessary for 
roentgenography of the different regions, and discuss 
the causes of error in the interpretation of roent- 
genograms. 

They have used encephalography in more than 300 
cases. This method is particularly important in 
demonstrating the sequelz of cerebral trauma, which 
often can be shown in no other way, and in determin- 
ing the indications for operation. The authors de- 
— details of technique which render the method 
sate. 

In discussing the Jate results of cranioplastic oper- 
ations, they state that bone defects, if left to them- 
selves, never fill with bone. If an autoplastic bone 
graft from the skull is used, the bone structure and 
roentgen opacity will be preserved, but if the graft 
is taken from the tibia it will almost always be 
absorbed. 

The roentgen rays may be employed in the treat- 
ment of craniocerebral injuries to promote more 
rapid absorption of extravasations or newly-formed 
connective tissue and to correct conditions of intra- 
cranial hypertension. Auprey Goss Morean, M.D. 


SPINAL CORD AND ITS COVERINGS 


Frazier, C. H.: Shall Syringomyelia Be Added to 
the Lesions Appropriate for Surgical Inter- 
vention? J. Am. M. Ass., 1930, XCV, IQII. 


The author reports a case of syringomyelia in 
which he obtained improvement in the symptoms by 
surgical intervention. In a review of the literature 
he found that the first operation for the condition 
was performed by Puussepp who reported his expe- 
riences in the surgical treatment of two cases in 1926. 
Since Puussepp’s original contribution only four other 
articles on the surgical treatment of syringomyelia 
have appeared—one by Puussepp, one by Foerster, 
one by Schmieden, and one by Oppel. Puussepp has 
operated in four cases, obtaining manifest improve- 
ment in all. In the one case operated on by Schmieden 
the operation was followed by definite improvement 
in the movement of the arm and leg and in sensation. 
Oppel has performed seven operations on six pa- 
tients with results varying from negative to excellent. 

Davin J. Impastato, M.D. 


Puusepp, L.: Two Unusual Cases of Compression 
of the Spinal Cord—Localized Arachnoiditis 
and Extramedullary Tumor—With Dissocia- 
tion of Sensibility as in Syringomyelia (Deux 
cas exceptionnels de compression de la moelle 
épiniére—arachnoidite localisée et tumeur extra- 
médullaire—avec dissociation de la sensibilité de 
caractére syringomyélique). Presse méd., Par., 1930, 
XXXVili, 1804. 

The first case reported was that of a man twenty- 
two years of age who entered the clinic March 6, 
1929, complaining of weakness in all of his limbs, 
cramps in the legs, and retention of urine. The pa- 
tient had had scarlatina and measles in childhood 




















and in 1926 took a rest cure for pulmonary tubercu- 
losis. In December, 1928, he fell on the ice, sustain- 
ing a shock to the spine which kept him in bed for a 
week. After this injury he suffered from pain in the 
back in the region of the shoulders and weakness 
in the left hand. In February, 1929, he first noted 
weakness, cramping, and a loss of sensibility in the 
legs. On March 4, 1929, intermittent retention of 
urine and constipation began and a marked increase 
in the weakness of the hand was noted. 

The patient was of average size and in a satis- 
factory state of nutrition. Physical examination 
revealed marked weakness in all of his limbs and 
flaccid paralysis of hisarms. The weakness was espe- 
cially marked on the left side. The triceps and bi- 
ceps reflexes on the left side were absent. The legs 
showed marked rigidity and exaggeration of the 
reflexes. The Babinski reaction and ankle clonus 
were present on both sides. Because of spastic pa- 
ralysis of the legs the patient was unable to walk. 
The triceps and biceps muscles showed a reaction of 
degeneration. In the region between the thoracic 
and fourth lumbar nerves there was a marked dimi- 
nution of sensibility to pain and temperature. Tac- 
tile sensibility diminished. There was ptosis of the 
left eyelid. The pupils were equal. The cerebro- 
spinal fluid was clear and transparent. It showed a 
trace of albumin but no pleocytosis. The Wasser- 
mann and Sachs-Georgi reactions were negative. 
Lipiodol introduced into the spinal canal by sub- 
occipital injection was arrested at the upper level of 
the sixth cervical vertebra. 

Laminectomy performed under local anesthesia 
in the region of the sixth and seventh cervical and 
first thoracic vertebre revealed marked thickening 
of the dura mater and arachnoid and a cystic accu- 
mulation of fluid. The membranes of the cyst were 
formed by the arachnoid, and there was a depression 
of the cord at the site of the cyst. The cyst was 
evacuated and the thickened arachnoid removed. 

Three months after the operation the patient was 
walking normally, his muscular strength had re- 
turned, and the ptosis had disappeared. 

In this case the spinal cord was compressed by a 
localized meningitis (arachnoiditis). The clinical 
symptoms seemed to suggest an intramedullary 
process, either a hematomyelia or an intramedullary 
tumor. 

The second case was that of a man forty-eight 
years of age who entered the clinic complaining of 
weakness and cramps in the legs and weakness in 
the back. For two years he had noted great fatigue 
on walking, and four months previous to his entrance 
to the clinic he had fallen from a ladder. A month 
after the accident he began to have girdle pain and 
pain about the umbilicus. Spinal puncture per- 
formed at a hospital was followed by aggravation of 
the symptoms. The spinal fluid was normal. 

The patient was of average size, well developed, 
and in a good state of nutrition. He had a slight 
facial paralysis on the right side and a slight ptosis 
of the right eyelid. The pupils were equal. The legs 
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showed considerable muscular weakness. The arms 
were stronger, but there was some weakness in the 
left arm. The muscles of the legs showed marked 
spasticity and exaggerated tonus. Patellar and 
ankle clonus was present on both sides, but more pro- 
nounced on the left side. Cutaneous sensibility was 
disturbed below the fourth thoracic vertebra. Sensi- 
bility to touch was only slightly changed, whereas 
sensibility to pain and temperature showed a marked 
decrease. 

These findings suggested syringomyelia, central 
hematomyelia, or intramedullary tumor. The sub- 
sequent development of the symptoms, especially 
the development of the Brown-Séquard syndrome, 
suggested a tumor causing lateral compression of the 
cord, and a suboccipital injection of lipiodol seemed 
to show a tumor at the level of the first thoracic 
vertebra. 

At laminectomy performed at the level of the first 
and second thoracic vertebra under local anesthesia 
a subdural tumor measuring 3 by 1 by 0.5 cm. was 
discovered. On histological examination this was 
found to be a neurinoma. There was a secondary 
dilatation of the spinal canal due to pressure of the 
tumor and the accumulation of fluid. 

A month after the operation the patient had re- 
covered nearly completely. Jacos E. Kietn, M.D. 


Grant, F. C.: The Value of Chordotomy for the 
Relief of Pain. Ann. Surg., 1930, xcii, 998. 


Grant reviews the development of chordotomy, 
discusses its neurophysiological basis and technique, 
and reports the results of fifty-one chordotomies per- 
formed on forty-eight patients at the Hospital of the 
University of Pennsylvania. Thirty-one of the forty- 
eight patients were males. The average age was 
forty-seven years. Bilateral chordotomy was done 
in twenty-nine cases and unilateral chordotomy in 
twenty-two. Thirty-nine of the operations resulted 
in complete relief of the pain; eight, in 75 per cent 
relief; two in 50 per cent relief; and two in no relief. 
The causes of the pain included malignancy of the 
genito-urinary tract or vertebra, a gunshot wound 
of the spine, sarcoma of the hip, retroperitoneal sar- 
coma, painful stump, and tabetic crises. 

The author believes that chordotomy is a better 
and easier procedure than section of posterior roots 
supplying the painful areas. He thinks the indica- 
tions are definite in non-malignant conditions with 
intractable pain such as tabetic crises, osteo- 
arthritis, painful stump, and gunshot wounds. 
While he believes that in cases of malignancy in 
which survival will be brief the patient must him- 
self decide whether the operation should be done, he 
is strongly in favor of it in such cases and urges that 
patients be referred to the surgeon before the de- 
bilitating effects of the primary disease make the 
surgical risk too great. 

In the discussion, FRAzteR, like Grant, gives 
credit to Spiller for conceiving the operation. He 
stated that although the procedure has a sound 
physiological and anatomical basis and although on 





426 


many occasions clinical demonstrations of its effect 
have been made, general practitioners are in general 
uninformed regarding its possibilities and he be- 
lieves that relatively few specialists in urology and 
gynecology know what relief the operation would 
afford their patients with inoperable pelvic cancer. 
He called attention to the development in the tech- 
nique whereby the operation may be done under 
local anesthesia and the fibers so selected that pain 
alone may be eliminated and other forms of sensa- 
tion, including temperature sense, left intact. 
Leo M. Davinorr, M.D. 


SYMPATHETIC NERVES 


Danielopolu, D.: The Present Status of the Sur- 
gical Treatment of Angina Pectoris (L’etat 
actuel du traitement chirurgical de l’angine de 
poitrine). Presse méd., Par., 1930, xxxviii, 1789. 

The author reports the results in twenty-eight 
cases of angina pectoris which were treated by sup- 
pression of the pressor reflex to the heart. Cutting 
the cardio-aortic centripetal fibers will break the 
reflex. These fibers are distributed between numer- 
ous nerves of the thoracicocervical region. All of 
these nerves may be cut or resected except the vagus 
which contains the centripetal fibers maintaining 
the tonus of the respiratory center and the stellate 
ganglion through which pass the accelerator fibers 
and coronary vasodilators. In dogs, the sino-carotid 
reflex is relatively unchanged after a coronary or 
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myocardial ligation when the stellate ganglion re- 
mains intact, but shows profound changes when the 
stellate ganglion is excised. Leriche and Fontaine, 
though favoring excision of the stellate ganglion, 
found indisputable changes in the electrocardio- 
grams after its excision in dogs. Evidence in man 
that excision of the stellate ganglion is dangerous is 
furnished by cases treated by Jonnesco, Kapis, 
Hoffer, and Diez. In four of Jonnesco’s six cases 
death occurred within four days after the operation 
with conditions such as acute oedema of the lungs 
and asystole of the left heart. 

The operation performed by the author consists 
of cervical sympathectomy (without the inferior 
ganglion) with section of all of the vagus branches 
descending vertically toward the thorax (depressors 
included), and of the rami communicantes which 
unite the inferior cervical and first thoracic ganglia 
to the last three cervical and first thoracic nerves 
and the nerve fibers accompanying the vertebral 
artery. This operation was done in twenty-eight 
cases without accident. In most of the cases the 
attacks ceased or became less severe. In only two 
cases was the operation performed on both sides. 
The cases in which the attacks were merely dimin- 
ished in intensity and frequency were among those 
in which it was done only on the left side. ‘The cases 
were not selected. In cases of angina with attacks 
of asystole, the asystole ceased after the operation. 
The authors believe that excision of the stellate is 
dangerous and unnecessary. Curtis NELSON, M.D. 








SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Bloodgood, J. C.: Borderline Breast Tumors. Ann. 
Surg., 1931, xciii, 235. 

A number of pathologists designate as borderline 
breast tumors those lesions which are difficult to 
diagnose clinically, microscopically, or macroscopi- 
cally. Formerly tumors of this type were observed 
rarely as women were apt to delay seeking advice 
regarding lumps in the breast for a year or longer, 
and during this time many benign lesions disap- 
peared and malignant tumors developed positive 
clinical and microscopic characteristics. In cases of 
borderline tumors the diagnosis is rendered difficult 
by apparent inconsistency between the microscopic 
and clinical findings. Not infrequently this is due 
to a marked difference between the training of the 
surgeon and pathologist in their respective fields. 

Bloodgood reports a case in which Halsted 
operated for supposed adenocarcinoma in 1895. 
Re-examination of the microscopic section in the 
light of our present knowledge shows that the condi- 
tion was undoubtedly chronic lactation mastitis. 
He says that the pathologist now understands the 
microscopic picture of chronic lactation mastitis 
and is not likely to be confused by the remarkable 
epithelial changes in a lactating breast which is the 
site of inflammation. He emphasizes that every 
pathologist should constantly restudy sections of 
chronic lactation mastitis and of all other borderline 
tumors seen by him. Definite benign tumors con- 
stitute 50 per cent of breast lesions. The borderline 
lesions are generally benign. When they are con- 
sidered malignant, a greater number of five-year 
cures were reported. Bloodgood cites also a case in 
which, in 1897, Halsted did a complete operation 
for a breast tumor because the pathologist made a 
biopsy diagnosis of adenocarcinoma. During the 
sixteen years the patient was traced there was no 
recurrence. Bloodgood now diagnoses this tumor as 
a non-encapsulated benign cystic adenoma. 

In removing 2 blue-domed cysts, Bloodgood re- 
moved some adjacent breast tissue which showed 
solid duct-adenoma. The microscopic picture was 
confusing, but was called benign although most 
pathologists tend to regard it as malignant. A 
similar microscopic picture was seen in 10 per cent 
of 210 cases of single or multiple blue-domed cysts. 
In Schimmelbusch’s or Reclus’ disease the breast is 
filled with small cysts and confusion with cancer is 
even more common than when only a few large 
blue-domed cysts are present. In 1906, Bloodgood 
made a diagnosis of adenocarcinoma in a case of 
chronic cystic mastitis of this diffuse type. After a 
partial operation the patient lived nineteen years 
without recurrence. 


Various stages of chronic cystic mastitis, cystic 
adenoma, old fibro-adenoma, rapidly growing intra- 
canalicular myxoma, all forms of tuberculous and 
pyogenic mastitis, and changes in the breast after 
recent injury must be looked upon as borderline 
lesions. There is no question that the number of 
such lesions is increasing. ALTON OcusNerR, M.D. 


Amorosi, O.: Endothelioma of the Breast (L’endo- 
telioma della mammella). Clin. chir., 1930, vi, 1106. 


By some it is believed that endotheliomata of the 
breast are very rare, and by some, that they do not 
occur at all. The author attributes these theories to 
confusion with regard to the histological picture and 
the fact that the neoplasm may resemble carcinoma 
very closely. He reports the case of a woman of 
eighty years, describing the histological findings in 
detail with photomicrographs. He believes that if 
all supposed carcinomata of the breast were carefully 
examined it would be found that many of them are 
endotheliomata. 

It is not always possible to distinguish hemangio- 
endotheliomata from peritheliomata. In some cases 
these two forms are distinct, but in others the tumor 
cells invade both the intima and the perivascular 
tissue. Neoplasms of the latter type should be called 
merely endotheliomata or vascular tumors of the 
breast. With careful examination they can be dif- 
ferentiated clinically and histologically from carci- 
nomata. AupREY Goss Morean, M.D. 


Joél, W.: Cystic Disease of the Breast (Reclus), Its 
Origin and Malignant Degeneration (Die 
Maladie kystique (Reclus) der Brustdruese, ihre 
Entstehung und ihre maligne Entartung). Mo- 
natsschr. f. Geburtsh. u.Gynack., 1930, \xxxv, 358. 


The author’s discussion of Reclus’ disease is pre- 
ceded by a brief review of the development of the 
mammary gland. In Reclus’ disease, macroscopic 
examination discloses, in one or both breasts, diffuse, 
more or less large cysts with greenish tenacious con- 
tents. Clinical symptoms are not always present. 
Microscopically, there are found between un- 
changed, enlarged, or atrophic portions of the gland, 
lobules with dilated end chambers and excretory 
ducts. Askanazy showed that these are not obstruc- 
tions because the lining epithelium is increased in 
height and multiple layered, epithelial proliferation 
is noted, and in single-layered epithelium the spin- 
dles are parallel with the greatest diameter during 
karyokinesis. According to the author’s studies, the 
spindles do not lie this way in multiple-layered 
epithelium. The typical picture of Reclus’ disease 
is sometimes described as chronic cystic mastitis. 
In addition, the author occasionally found cyst for- 
mations with proliferating papillz in the lumen (im- 
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pelling force, the connective tissue). He believes 
that the latter structures have nothing to do with 
Reclus’ disease. They are intracystic papillomata. 
He denies the inflammatory genesis of Reclus’ dis- 
ease, and believes that the moment the epithelia 
mature the basis for the tumor is present. This may 
also become carcinomatous. If entire gland lobules 
still within the membrana propria are filled with 
epithelial columns, the patient should be treated as 
for breast carcinoma. A radical operation is indi- 
cated whenever there are solid formations within 
the canaliculi. Fibrosis of the breast plays no rdéle in 
this disease. 

In conclusion, the author states that when treat- 
ing tumors of the breast, we must determine whether 
we are dealing with fibro-adenomata (tumors in 
which the connective tissue predominates over the 
epithelium), with simple or retention cysts, or with 
Reclus’ disease, a condition which may very readily 
become malignant as a result of epithelial pro- 
liferation. Hans O. NEuMANN (G). 


Rubinacci, G.: Carcinomatous Mastitis and Car- 
cinoma of the Breast in Pregnancy (Mastite 
carcinomatosa e cancro mammario in gravidanza). 
Rassegna internas. di clin. e terap., 1930, xi, 753. 

The ovarian hormones, especially lutein, bring 
about hyperplasia of the breast in pregnancy. The 
reticulo-endothelial system is widely diffused in the 
breast and participates in functional hyperactivity of 
the gland. In studies carried out on pregnant and 
non-pregnant mice, the author found that lutein 
brings about changes in the stroma which improve 
the nutrition of the epithelial cells and allow them 
greater liberty of growth. This observation is in 
accord with the histological changes which have 
been found to occur in the development of carcinom- 
atous mastitis. 

The author presents histological findings which 
show the transition of functioning mammary tissue 
into tumorous hyperplasia with concurrence of these 
changes in the stroma and particularly in the 
reticulo-endothelial system. He emphasizes, how- 
ever, that these are only concomitant factors in the 
development of tumor; the cause is still unknown. 

AupreEY Goss Morcan, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Nelson, H. P., and Simon, G.: The Accessory Lobe 
of the Azygos Vein. Brit. M. J., 1931, i, 9. 


This rather unusual title refers to the azygos lobe 
of the right lung which is formed when, during 
embryological development, the lung bud, instead 
of growing lateral to the azygos vein as normally, 
grows directly toward the vein. The resulting 
fissure in the lung then contains the azygos vein 
and can be seen in the roentgenogram as a fine 
white line which starts at the right of the sternum 
in the second intercostal space and runs cephalad 
to divide the apex of the lung into two lobes, the 
inner one of which is the azygos lobe. 
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In only one case in the literature was this ana- 
tomical variation of pathological importance. In 
this case the azygos vein had so compressed the 
bronchus leading to the accessory lobe that bron- 
chiectatic cavities were found in the lung beyond 
the stenosis. Wixpur BalrLey, M.D. 


Smith, D. T.: The Etiology of Primary Bron- 
chiectasis. Arch. Surg., 1930, xxi, Pt. 2, 1173. 

Primary bronchiectasis is characterized by non- 
tuberculous ulcerations and dilatations of the larger 
bronchi with a chronic course, a distressing cough, 
— large amounts of sputum which may be very 
oul. 

The essential lesion, destruction of the elastic 
coat of the bronchus, is caused by focal necrosis due 
to infection by the fusospirochetal group of an- 
aérobic organisms, which include treponema macro- 
dentium, treponema microdentium, spirocheta vin- 
centi, spirocheta buccalis, vibrios, and cocci. In 
active cases the organisms are constantly present in 
the sputum and by suitable staining methods can 
be demonstrated deep in the tissues of the diseased 
bronchi. With this group of organisms bronchial 
disease comparable to bronchiectasis in man may 
be produced in rabbits. 

The special methods for the examination of the 
sputum for the spirochetes and fusiform bacilli are 
described in detail. 

Of 100 cases of non-tuberculous bronchial dis- 
ease, bronchiectasis was demonstracted in 60 by 
the iodized oil method. In 82 per cent of the cases 
of bronchiectasis the fusospirochetal group of 
organisms was found. In a number of the cases of 
bronchiectasis which were treated by postural 
drainage and repeated courses of neoarsphenamine 
or sulpharsphenamine the spirochetes disappeared 
first, the fusiform bacilli and the vibrios next, and 
the cocci last. 

Bronchiectasis may begin in one of three ways. 
In some cases a membranous exudate forms on the 
surface of the bronchial wall and ulceration takes 
place beneath this covering. More commonly, the 
anaérobic organisms cause bronchopneumonia in 
which certain of the terminal bronchi are filled 
solidly with exudate. The organisms then invade 
the bronchial wall and cause bronchiectasis by 
destroying the elastic tissue support. In a third 
group of cases the bronchiectasis develops in the 
bronchi in which a lung abscess is draining. 

In 8 of 12 cases which came to autopsy, spiro- 
chetes and fusiform bacilli were found in sections 
of bronchial dilatations stained by Levaditi’s 
method. In 4 of 6 other cases, fusiform bacilli were 
demonstrated in sections stained by Goodpasture’s 
method. 

In a series of 3 experiments on rabbits in which the 
simple aspiration method was used, fusospirochetal 
material from pyorrhcea alveolaris, acute fuso- 
spirochetal bronchitis, and pulmonary abscess 
caused bronchiectasis as well as pulmonary abscess 
and gangrene. Control inoculations with pure 














cultures of staphylococcus aureus, aérobic hemo- 
lytic streptococci, anaérobic hemolytic streptococci, 
green-producing streptococci, anaérobic streptothrix, 
Friedlaender’s bacilli, and influenza bacilli failed to 
produce permanent damage to the bronchi. 

The author concludes that the fusospirochetal 
group of anaérobic organisms are responsible for 
primary bronchiectasis. 

In the discussion of this report, Lorp (Boston) 
stated that Smith’s work had caused increasing 
attention to be paid to spirochetes and fusiform 
bacilli as etiological factors in abscess of the lung. 
He said that as a rule bronchiectasis develops as a 
complication of a bronchopulmonary disturbance, 
and the pathological process in the lung is usually 
more important than the bronchial dilatation. 

HeEpDBLOM (Chicago) stated that there are numer- 
ous causes for bronchiectasis, the most important 
of which are the acute infections occurring in child- 
hood, bronchopneurmonia occurring at any age, the 
various conditions that result in permanent ate- 
lectasis, and those that produce an extensive fibrosis 
of the lung, including fibroid phthisis. He cited 
Sauerbruch’s opinion that involvement of the left 
lung is usually congenital. He did not agree with 
Lord’s statement regarding the pathological changes, 
as many patients who have had bronchiectasis for 
years show little evidence of pathological processes 
in the parenchyma of the lung. He stressed the 
importance of pre-operative prophylaxis of the 
mouth and throat with special regard to destruction 
of the spirochetes. 

Van AtteEN (New Haven) congratulated the 
author on the work he has done to establish the 
spirochete as one of the main factors in chronic 
suppurative diseases of the lung. He believes, how- 
ever, that spirochetal disease is not the cause of 
chronic abscess of the lung and bronchiectasis, but a 
secondary contaminant which is responsible for the 
chronic stages of the disease. He called attention 
to the fact that the rabbit is particularly susceptible 
to spirochetal disease, whereas the dog resists it. 
In the dog it is difficult to cause chronic lesions with 
spirochetes without producing an area of decreased 
resistance before implanting the organisms. 

SmiTH (Ray Brook, N. Y.) described his work in 
isolating all of the organisms involved in abscess 
of the lung and bronchiectasis and then re-combining 
them to determine the combination necessary to 
reproduce the disease. He found that when the 
spirochetes were added to the coccus, vibrio, and 
fusiform bacillus a severe lesion with an extensive 
necrosis and a foul odor was produced and the re- 
sulting disease could be transferred from one guinea 
pig to another almost indefinitely. The spirochetes 
alone and the other organisms alone or in any com- 
bination without the spirochetes did not produce 
such a lesion. The spirochete is not secondary to 
the other organisms; it is a concomitant rather than 
a secondary invader. Smith believes that Sauer- 
bruch did not distinguish clearly between congenital 
bronchiectasis and bronchiectasis beginning in early 
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childhood as an infective process. He emphasized 
the importance of pre-operative prophylaxis of the 
mouth and throat and the use of arsenic therapy 
and postural drainage in the treatment of bronchiec- 
tasis. He agreed with Coryllos that atelectasis is a 
factor in the development of certain cases of abscess 
and bronchiectasis. He stated that the fusospiro- 
chetal organisms do not readily survive on the sur- 
face of a bronchus; they either disappear com- 
pletely and leave no disease or they invade deeply 
into the bronchial wall, where they produce bron- 
chiectasis by destroying the elastic tissue. 
J. Eowyn Kirkpatrick, M.D. 


Vecchi, A.: Pneumectomy (La pneumectomia). Arch. 
ital. di chir., 1930, XxXvii, 537. 

Although a great deal of experimental work has 
been done on surgery of the lung in recent years it 
is still generally believed that a complicated tech- 
nique is necessary to operate in the pleural cavity 
with any hope of success, that the treatment of 
the sectioned bronchus is very difficult, and that 
ordinary experimental animals, particularly dogs, 
will die of operative pneumothorax. 

The author reports a series of experiments on 
rabbits and dogs in which he removed an entire 
lung. He tried to determine the simplest technique 
with which this could be done, to avoid the use of 
artificial respiration, to discover whether the me- 
diastinum of the dog is continuous and whether lack 
of continuity would have any effect in serious opera- 
tions on the lung, and to determine any histological 
changes that might take place in the stump of the 
bronchus and the remaining lung after the operation. 
Protocols of the experiments are given and supple- 
mented with photomicrographs. 

It was found that, in dogs, pneumectomy could 
be performed with good results in a single stage on 
either side, and in rabbits, on the left side, without 
special methods of anesthesia or artificial respira- 
tion or any apparatus for modifying intrapleural 
pressure. Ligation of the hilus of the lung en masse 
with a silk ligature was sufficient to bring about 
good closure of the bronchus if it was done with care. 
The results of operation and the operative and 
necropsy findings showed that there is no com- 
munication between the two sides of the medias- 
tinum in dogs. The lung that was left always in- 
creased in size. Frequently the enlargement was 
uniform, but sometimes there was a greater increase 
in the lower lobe, which expanded to fill the entire 
opposite side of the thorax. Histological examina- 
tion at first showed marked hyperemia. In some 
cases this was accompanied by transudation of 
serum into the alveoli and slight small-cell infiltra- 
tion. This hyperemia subsided and dilatation of 
the vessels and bronchi took place, with an increase 
in the smooth muscle fibers in the walls and dilata- 
tion of the alveoli and infundibuli. Finally, in about 
half of the animals, marked emphysema developed 
with thickening of the interstitial tissue. 

Aubrey Goss Morcan, M.D. 
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Allen, D. S.: The Treatment for Penetrating 
Wounds of the Pleural Cavity. Arch. Surg., 1930, 
xxi, Pt. 2, 1161. 

In penetrating wounds of the pleura in civil life 
conservative non-operative treatment is often best, 
whereas in penetrating wounds of the peritoneum 
radical operative treatment is usually indicated. 
This difference is based on the following factors: 

1. The difference between the organs contained 
within each cavity. 

2. The difference in the pressure in each cavity. 
The pleural cavity tends to maintain cavities, and 
the peritoneal cavity to obliterate them. 

3. The much less favorable reaction of the pleural 
cavity to the presence of contaminated blood as 
compared with the peritoneal cavity. 

4. The impossibility of placing the organs in the 
pleural cavity at effectual rest. 

5. The greater ease with which hemorrhage from 
the pulmonary circulation can be controlled than 
hemorrhage from the abdominal circulation. 

Simple gunshot wounds and stab wounds of the 
chest seldom require the elaborate surgical pro- 
cedures which were employed during the war for the 
treatment of wounds of the chest. 

The author reviews 162 cases of gunshot and stab 
wounds of the chest which were treated at the Barnes 
Hospital, St. Louis, and the St. Louis City Hospital. 
All of the patients were seen within four hours after 
the injury except two who were admitted to the 
hospital after twenty-four and thirty-two hours. 

Death may occur soon after such injuries from 
shock and hemorrhage or later from complications. 
The chief late complication is empyema. 

In the cases reviewed, the treatment was directed 
chiefly toward the prevention of hemothorax or 
the removal of the blood from the pleural cavity. 
A simple method of removing the blood from the 
pleural cavity consists in closing the wound in the 
wall of the chest and having the patient lie with the 
closed hole down. The blood will gradually leak out. 
In 38 cases in which this method was used there were 
no deaths. However, in 6 of these cases sufficient 
blood remained in the pleural cavity to justify 
aspiration. 

When extensive hemothorax is prevented there is 
little shock, sweating, or fever, and respiration is not 
labored. 

In 2 of the cases reviewed, operation was done for 
ligation of the intercostal artery, but the pleural 
cavity was not explored. In 6 cases, bullets were 
removed from the lung, but in no instance before 
two weeks after the injury. 

In the 135 cases in which the penetrating wound 
involved only the chest, there were only 7 deaths. 
Three deaths were due to hemorrhage from the 
heart. The low mortality rate indicates that in sim- 
ple stab and gunshot wounds of the pleural cavity 
occurring in civil life it is seldom necessary to ex- 
plore the chest. 

In the discussion of this report, Bazin stated that 
he was interested in the method of draining the 
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hemothorax by placing the patient on the wounded 
side. He said that during the war it was found 
advisable to close gaping wounds of the chest 
immediately. Bazin makes cultures and a direct 
examination of the aspirated material from the 
hemothorax after each aspiration. When infection 
is discovered, he performs a thoracotomy followed 
by thorough cleansing of the haemothorax, airtight 
closure, and repeated aspirations. Under such treat- 
ment severe infection and massive empyema are 
prevented. 

ELKINS cited 96 cases of penetrating wounds of 
the chest. Of the 89 patients who survived the 
immediate injury, 3 developed empyema. One of 
the latter died, and the 2 others developed chronic 
empyema which was exceedingly difficult to clear up. 

Lockwoop advocated dealing with these cases 
and other injuries of the chest such as occur in 
automobile and airplane accidents along the lines 
developed during the war. He stated that first aid 
should include immediate closure of open wounds of 
the chest by adhesive plaster and the administration 
of morphine. If the patient is not holding his own 
at the end of about six hours and has a large 
hemothorax, thoracotomy is indicated. 

Lorp suggested that the cultures be made under 
anaérobic as well as aérobic conditions. 

BRUNN recommended removing the hemothorax 
and replacing it by air with the pneumothorax 
apparatus. He advocated conservative treatment 
of penetrating wounds of the chest with careful 
watching for hemorrhage and infection so that 
radical measures may be instituted sufficiently early 
to be of value. 

VaN ALLEN requested an explanation of the fail- 
ure of the blood to become coagulated as it lies in 
the pleura. 

ALLEN replied that in a series of cases studied 
during the war Henry and Elliot found that the 
blood in a hemothorax is defibrinated blood. When 
all of the fluid was withdrawn from the pleural 
cavity an exudate from the pleura often contami- 
nated the blood and produced clotting. They stated 
that the blood contains no fibrinogen. Allen does 
not believe this is true in all cases. 

CoryYLLos stated that in cases of small bullet 
wounds conservative treatment is best, but in cases 
of wounds produced by small foreign bodies with 
great momentum which lodge in the lung tissue and 
after a few days will produce gas gangrene, thora- 
cotomy with preventive débridement of the wounded 
lung parenchyma is indicated. 

LILIENTHAL said that the treatment outlined by 
Allen is adequate if bleeding from an intercostal 
artery can be definitely ruled out. In the presence 
of such bleeding, non-intervention would be fatal. 
He believes that aspiration is inadvisable in hemo- 
thorax as it causes the lung to expand so that the 
pulmonary wound re-opens and the hemorrhage 
begins again. In cases of the kind under discussion, 
he would rather use artificial pneumothorax than 
aspiration. J. Epwi Kirkpatrick, M.D. 
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Nehrkorn: Posterior Thoracic @sophagotomy for 
Foreign Body in the @sophagus (Ocsophagoto- 
mia thoracica post. bei Fremdkoerper im Oesopha- 
gus). Zentralbl. f. Chir., 1930, p. 2512. 


A razor blade was removed from the cesophagus 
of a twenty-three-year-old man through a posterior 
thoracic cesophagotomy according to the procedure 
described by Enderlen and Sauerbruch. The wound 
was then partially closed and tamponed, and the 
patient was fed through a retained stomach tube. 
At first there was a small oesophageal fistula through 
which only liquids escaped. This fistula closed spon- 
taneously. Recovery was complete after six and 
one-half months. The lumen of the oesophagus was 
entirely free. 

The author reports also a case in which cesophago- 
gastrostomy by the method of Heyrovsky and 
Fromme was performed successfully for stenosis of 
the cardia. 

Rectal avertin anesthesia was employed in both 
cases. 

In the discussion, KupLEK reported a case in 
which he and a laryngologist removed a dental plate 
which had lain in the cesophagus for some time, 
through an exterior cesophagotomy with the aid of 
an cesophagoscope. 

Von STEGEMANN recommended the specially de- 
signed distensible cesophagoscope for difficult cases 
such as Nehrkorn described. This instrument per- 
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mits dilatation of the esophagus and thereby the 
removal of all foreign bodies. Von Stegemann then 
presented a man who had had a luetic involvement 
of the stomach. At laparotomy a clinical diagnosis 
oi malignant tumor with stenosis of the cardia had 
been made. A gastro-enterostomy and Witzel gas- 
trostomy were performed, but after the condition 
improved the diagnosis was doubted and the Was- 
sermann and Meinicke reactions were found to be 
4+. The cesophagus was then dilated continuously 
and specific treatment was given. The patient made 
a considerable gain in weight, and the stenotic mani- 
festations at the cardia disappeared. 

ROEPKE stated that in his opinion continuous 
venoclysis with normosal and glucose solution is 
preferable to feeding through the stomach tube 
immediately after the operation. 

Von HaBERER agreed with Nehrkorn regarding 
the treatment of spastic stenosis of the cardia; he 
particularly recommended the method of Starck. 
He presented a patient who had been cured of an 
enormous dilatation of the oesophagus by trans- 
thoracic anastomosis between the cesophagus and 
the stomach. 

FRIEDEMANN stated that all cases of long-stand- 
ing cardiospasm result in stenosis. He no longer 
operates, but dilates by the Starck method. 

NAEGELI said that in some cases operation only 
by the transthoracic route is indicated. One patient 
upon whom he operated died of pulmonary disease. 

Hook (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Fitch, E. M.: Some Causes of Failure in the Opera- 
tive Treatment of Inguinal Hernia. New 
England J. Med., 1931, cciv, 49. 

The author believes that all indirect inguinal 
hernia are of congenital origin or due to faulty 
development at the site of the internal ring. Direct 
inguinal herniz are acquired. 

For the cure of an indirect inguinal hernia and the 
prevention of a secondary indirect or direct hernia it 
is necessary to remove the funnel-like opening and 
re-inforce the middle inguinal fossa. In the opera- 
tion recommended by the author the sac is opened, 
separated from the cord up to and through the 
internal inguinal ring, twisted, pulled down, crushed, 
ligated, and amputated. The stump of the sac is 
then transfixed upward and outward between 
parietal peritoneum and muscle. The cord and 
muscles are treated as in the Bassini operation, with 
care not to strangulate much muscle tissue with the 
sutures. The external inguinal ring is not divided 
unless it is greatly enlarged, but the fascia of the 
external oblique is incised from 4 to 4 in. above the 
ring. 

In direct hernia the sac is transfixed high up, 
ligated, and amputated and the stump is sutured 
over and over. The stump is then fastened high up 
under the internal oblique and transversalis muscles. 
Here, as in indirect inguinal herniz, muscle is sutured 
to the inguinal ligament. If tension is required to 
approximate the muscle and inguinal ligament, this 
tension is relieved by separating the fascia of the 
external oblique from the internal oblique to the 
rectus muscle. At the level of the internal ring the 
aponeurosis of the fascia of the internal oblique and 
transversalis muscles is divided. The incision is 
begun at the lateral border of the rectus muscle and 
continued toward the midline and the pubes. This 
allows the fascia to slip downward and outward, 
thereby relieving tension on the suture line where 
muscle is sutured to the inguinal ligament. The 
fascia of the external oblique covers the rectus 
muscle. 

The author usually employs spinal or regional 
anesthesia as it is followed by less postoperative 
nausea and vomiting than inhalation anesthesia. 

Eart O. Latimer, M.D. 


Bundschuh, E.: Bile Peritonitis Without Perfora- 
tion (Zur perforationslosen Gallenperitonitis). 
Arch. f. klin. Chir., 1930, clxi, 549. 

Biliary peritonitis without perforation is discussed 
in the literature since 1911 when Clairmont and von 
Haberer observed and described the first case of this 
type. As they were unable to find any perforation 


at operation or autopsy, in spite of the intensely bile- 
stained fluid in the peritoneal cavity, they assumed 
that the apparently intact bile ducts had been ren- 
dered permeable by a macroscopically undetectable 
pathological process. Similar cases were subse- 
quently observed by other clinicians, who accepted 
the explanation of von Haberer and Clairmont. 
Others rejected this filtration theory. They said 
that the failure to find a perforation at operation or 
autopsy did not prove that a perforation had not 
been present. 

Blad was able to show experimentally in dogs that 
a biliary peritonitis without perforation may occur 
after ligation of the common duct and the injection 
of pancreatic juice into the gall bladder. The wall 
of the gall bladder became as porous as a sponge, 
took up bile, and permitted the bile to escape into 
the peritoneal cavity. Macroscopically, aside from 
thickening, the gall bladders were little changed. 
However, microscopic examination revealed com- 
plete necrosis of the gall-bladder wall—a digestion 
necrosis without nuclear staining but with a well- 
preserved wall structure—and marked serofibrinous 
exudation which had separated the connective tissue 
fibrils. Evidence of inflammatory necrosis was lack- 
ing. Blad’s observations brought new converts to 
the filtration theory. Similarly to Blad, Schoen- 
bauer was able to show that in the dog, ligation of 
the common duct and the injection of pancreatic 
ferment into the gall bladder rendered the wall of 
the gall bladder permeable to its biliary content and 
was followed by gangrene of the gall-bladder wall 
from the action of trypsin. In spite of these experi- 
mental results in the dog, bile peritonitis without 
perforation of such origin had never been seen in 
man. : 

Three years ago, the author reported a case in 
which, as in the experiments of Blad and Schoen- 
bauer, calculous occlusion at the ampulla permitted 
the flow of pancreatic juice from the pancreatic duct 
above the stone into the common duct where it 
mixed with the bile. Stasis took place and extended 
upward in the ducts and particularly into the gall 
bladder. The gall-bladder wall was oedematous; the 
peritoneal surface of the oedematous area was cov- 
ered with dew-like drops of biliary fluid which im 
mediately re-appeared when wiped away. This was 
therefore, a biliary peritonitis. The gall bladder 
showed no perforation and seemed little altered ex- 
cept for the oedema, but microscopically it was found 
to be completely necrotic, without nuclear staining 
and without evidence of inflammation. The condi- 
tion was therefore purely a digestion necrosis. The 
necrotic gall bladder permitted its contents to filter 
through its wall, as was clearly seen during the opera- 
tion. Accordingly, the peritonitis was due not only 
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to bile but also to pancreatic juice. The peritonitic 
exudate contained all of the constituents of pan- 
creatic juice as well as bile. Furthermore, there were 
numerous fat necroses in the abdominal cavity. 
The gall-bladder bile also contained all of the pan- 
creatic ferments. 

The author was therefore able to show that in 
man, also, there may be a biliary peritonitis without 
perforation i in which the bile filters through the gall- 
bladder wall, and that this may result from the 
direct entrance of pancreatic juice into the bile ducts 
with resulting gangrene of the gall-bladder wall pro- 
duced by the pancreatic ferments. 

After this demonstration Ruppaner reported a 
case of biliary peritonitis without perforation. Re- 
cently Westphal exhaustively studied the flow of 
pancreatic juice into the bile ducts and the flow of 
bile into the pancreatic duct and, like Blad and 
Schoenbauer, experimentally produced severe dam- 
age to the bile ducts and liver by injecting pan- 
creatic juice into the common duct, in several in- 
stances causing gangrene of the gall bladder and 
biliary peritonitis. 

These views, particularly in their generalizations, 
have provoked energetic contradiction by Hoesch 
and Loeffler. Popper examined gall-bladder bile for 
pancreatic ferments, particularly for diastase, and 
found that bile has no diastatic action. However, 
in a case of stone occlusion of the ampulla, in which 
the common duct and pancreatic duct opened to- 
gether above the ampulla, he found pronounced 
diastatic action as a result of the entrance of pan- 
creatic juice into the bile ducts. In the meantime, 
the author has had the opportunity to study a case 
which presented an entirely different etiological ex- 
planation for bile peritonitis without perforation. 

A forty-four-year-old man had frequent attacks of 
colicky pain in the right abdomen for several years. 
Several days before he was examined by the author 
the colic had recurred in the right upper quadrant in 
association with fever, nausea, vomiting, and obsti- 
pation. The physician was able to palpate the dis- 
tended and tender gall bladder. The remainder of 
the abdomen was free. On his admittance to the 
hospital the patient was found to be sturdy, well- 
nourished, somewhat obese, and free from icterus. 
Signs of generalized peritonitis were apparent. En- 
largement of the gall bladder was not demonstrable. 
Operation revealed generalized biliary peritonitis. 
A site of perforaton was sought. The gall bladder 
was only moderately enlarged and nowhere adherent, 
but its wall was rather intensely inflamed, reddened, 
and somewhat thickened. The portion of the fundus 
opposite the duodenum was greenishly discolored 
over an area of 2 by 1 cm. The gall bladder was not 
tensely filled. Several movable stones up to the size 
of a cherry could be palpated within it. Nowhere 
could a perforation be seen, and pressure to exert 
tension on the gall-bladder contents failed to expel 
bile. The liver was free from pathological changes 
and showed no site of perforation. Cholecystectomy 
was performed and a very fine drain inserted in the 


common duct. The peritoneal cavity was washed 
out and a tampon was inserted into the gall-bladder 
bed. No specific pancreatic ferments such as trypsin 
and lipase could be found in the biliary peritoneal 
fluid or gall-bladder bile. The patient died of pneu- 
monia two days after the operation. Autopsy 
showed fat infiltration of the liver and extensive, 
severe, confluent, bilateral bronchopneumonia. His- 
tological examination showed severe, phlegmonous 
infiltration of the cystic duct and particularly of the 
gall-bladder walls. The peritoneal covering of the 
gall bladder was intact in all of the serial sections. 
A site of perforation therefore could not be found. 
From these findings it is evident that the biliary 
peritonitis in this case did not arise from the action 
of pancreatic ferments on the bile duct. The most 
probable explanation is that there had been a per- 
foration which permitted emptying of the gall- 
bladder contents into the peritoneal cavity. Evi- 
dently following the release of the pressure in the gall 
bladder the occluding stone became freed and as the 
cystic duct then again became patent the bile again 
flowed into the gall bladder and from there, through 
the perforation, into the peritonea! cavity. Failure 
to discover the site of perforation is no proof that a 
perforation had not occurred, and there is no ade- 
quate explanation of the biliary peritonitis in this 
case without assuming a site of perforation. Bile 
peritonitis without perforation may occur also in 
calculous occlusion of the cystic duct. The author 
believes that the non-perforative bile peritonitis 
described may be considered a true perforative 
peritonitis. Von LoBMAYER (Z). 


GASTRO-INTESTINAL TRACT 


Le Wald, L. T.: Roentgen Diagnosis of Gastric 
Syphilis. J. Am. M. Ass., 1931, xCvi, 179. 


Le Wald believes that the frequency of gastric 
syphilis is greater than is indicated by the number of 
reported cases. A correct diagnosis is of great im- 
portance not only because of the possibility of com- 
plete recovery under anti-syphilis treatment, but 
also because extensive surgery may be undertaken 
if the diagnosis is wrong. Before the patient is sub- 
jected to operation for suspected carcinoma of the 
stomach a roentgen examination should be made by 
a roentgenologist competent to differentiate between 
carcinoma, linitis plastica, ulcer, and syphilis of the 
stomach. When the diagnosis is doubtful, repetition 
of the roentgen examination may show improve- 
ment after an active course of anti-syphilis treat- 
ment. In congenital cases of syphilis with no other 
signs of syphilis besides the gastric signs the condi- 
tion may be unrecognized unless a roentgen exam- 
ination is made. Gastric analysis shows diminution 
or absence of free hydrochloric acid, which is due in 
some cases to the rapid emptying of the stomach 
and in others to extensive involvement of the acid- 
producing portion of the stomach. 

Roentgen examination shows that the stomach is 
diminished in size and empties almost immediately, 
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often with a compensatory dilatation of the cesopha- 
gus. It reveals also a symmetrical dumbbell de- 
formity in the middle portion. When this type of 
deformity is found in a young person or in an older 
patient without the cachexia to be expected from 
malignancy producing such deformity gastric 
syphilis may be suspected, and if a positive Wasser- 
mann reaction is obtained the diagnosis is practically 
established. In cases showing the remarkably small 
tubular stomach of linitis plastica it is necessary to 
rule out fibromatosis and carcinoma. In some cases 
the roentgen examination discloses localized areas of 
infiltration of the stomach wall similar to those seen 
in carcinoma, but in syphilis the lesion is more ex- 
tensive and has a smoother outline. A syphilitic 
lesion situated at the pylorus may produce marked 
stenosis and gastric retention suggesting ulcer or 
carcinoma, but is always more extensive than the 
lesion produced by ulcer alone. 

Syphilitic deformity of the stomach has been seen 
to disappear after anti-syphilis treatment. In a 
series of cases in which such treatment was given 
there was no recurrence over observation periods 
ranging from ten to seventeen years. In some cases 
surgical measures may be necessary because of 
cicatrization at the pylorus causing obstruction. 
This condition is usually an indication for gastro- 
enterostomy. In no case has a jejunal or marginal 
ulcer developed after gastro-enterostomy. Exten- 
sive resection of the stomach should be avoided when 
the diagnosis of gastric syphilis has been made by 
roentgen examination and when the lesions are 
atypical of ulcer and carcinoma of the stomach. 

E.S. Pratt, M.D. 


Jacarelli, E.: Constitution and Heredity in the 
Pathogenesis of Gastroduodenal Ulcer (Costitu- 
zione ed ereditarieta nella patogenesi dell’ulcera 
gastro-duodenale). Policlin., Rome, 1930, xxxvii, 
sez. prat. 1809. 

After reviewing recent work on the importance of 
constitution and heredity in the pathogenesis of 
gastroduodenal ulcer the author presents the history 
of a family of thirteen persons (grandparents, 
children, and grandchildren), ten of whom had signs 
of organic gastroduodenal lesions. Almost all of the 
lesions were of the ulcerous type. 

A study of the literature and the author’s cases 
indicates that the constitutional factor is probably 
the transmission of a special sensitiveness of the 
gastroduodenal mucous membrane secondary to 
congenital or acquired disturbances of the vegetative 
nervous system, chiefly the vagus. 

AupREY Goss Morcan, M.D. 


Hunt, E. L., and Lisa, J. R.: Peptic and Duodenal 
Ulcer in Tabes Dorsalis. J. Am. M. Ass., 1931, 
XCVi, 95. 

The authors report four cases of peptic and 
duodenal ulcer associated with tabes dorsalis which 
were seen in the City Hospital, New York. In only 
one was the ulcer diagnosed before autopsy. 
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In all four cases the typical findings of tabes were 
present. In three cases, the Wassermann reaction 
was positive, but in one case repeated tests of the 
blood and spinal fluid were negative. In one case 
there was a history of bloody vomitus. 

In all of the cases syphilis of the heart and aorta 
was found at autopsy. In one case, autopsy showed 
multiple chronic gastric ulcers with perforation of 
one of the lesions which. had caused an acute general 
suppurative peritonitis. In one case, in which a pre- 
operative diagnosis was made and gastro-enteros- 
tomy had been done a few days before death, autopsy 
revealed a prepyloric ulcer and acute general peri- 
tonitis. In another case autopsy showed a bleeding 
duodenal ulcer that had filled the small and large 
intestines with blood. In the fourth case two duo- 
denal ulcers with hc:morrhage were found. 

In all of the cases microscopic examination showed 
the lesions to be simple ulcers, disclosing no evidence 
of either syphilis or malignancy. 

The authors conclude that the occurrence of simple 
peptic and duodenal ulcers in tabes dorsalis is 
more frequent than has been suspected, and that 
more careful attention should be given the ab- 
dominal symptoms in these advanced cases oi 
syphilis. L. Enwrorts Bovik, M.D. 


Goyena, J. R., and Bianchi, A. E.: An Unusual 
Clinically Benign Gastric Tumor—Myxoid 
Schwannoma (Sobre un raro tumor gastrico, 
clinicamente benigno—schwanoma mixoide). Arch. 
argent. de enferm. d. apar. digest., 1930, vi, 5. 


The case reported was that of a man fifty-four 
years of age who entered the hospital on account of 
recurrent gastric hemorrhage. The patient had been 
a very heavy eater and smoked a great deal, but did 
not use alcohol to excess. His illness had begun four 
months previously with the sudden vomiting of black 
blood. He went back to work, but became so dizzy 
he was obliged to go to bed. After treatment for 
twenty days he was able to work for two months, but 
at the end of that time he had a gastric hemorrhage 
of red blood. He came to the hospital for fear of 
further hemorrhage. He had lost 7 kgm. in weight, 
but was vigorous and had a good appetite. There 
was no history of syphilis. 

Palpation disclosed slight pain on deep pressure in 
the epigastric region to the left of the midline 
immediately below the ribs. It revealed also a deep 
resistance, but the nature of the latter could not be 
determined because the muscle became rigid on pal- 
pation. Blood examination showed changes which 
might have been due to the hemorrhages. The 
gastric juice was hyperacid. Roentgen examination 
revealed a defect in the lesser curvature which sug 
gested cancer, but malignancy was ruled out by the 
flexibility of the stomach which indicated absence 0! 
infiltration around the tumor, by the absence of pain 
on pressure and of spasmodic contractions, by the 
peristalsis and mobility of the stomach which showed 
absence of perigastric adhesions, and by the presencé 
of the normal mucous membrane relief described b 
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Larsen. Operation disclosed a tumor on the lesser 
curvature. An extensive wedge-shaped resection 
was done. Recovery was uneventful. 

A detailed histological description of the tumor is 
given with photomicrographs. The neoplasm proved 
to be a myxoid schwannoma, a tumor sometimes 
called ‘“‘myxosarcoma” and sometimes ‘ myxo- 
blastic sarcoma.” Auprey Goss Morcan, M.D. 


Wangensteen, O. H.: Acute Bowel Obstruction. 
Minnesota Med., 1931, xiv, 16. 

The mortality of the surgical treatment of acute 
intestinal obstruction is as high today as it was forty 
years ago. It rises with the delay of treatment. 
Statistics show that it increases from zero in cases 
treated within six hours after the onset of the symp- 
toms to 40 per cent in cases in which treatment is 
delayed for six days. 

Experiments performed by the author did not in- 
dicate that the contents of the obstructed loop of 
bowel are any more toxic than the contents of the 
normal bowel. However, if strangulation has occur- 
red there is loss of vitality of the tissues involved and 
abnormal absorption takes place through the mesen- 
teric vessels and from the serosa of the peritoneum. 
Studies of the blood reveal an increased combining 
power for carbon dioxide with a decrease of blood 
chlorides. The administration of normal salt solu- 
tion will combat dehydration and prolong life. In 
strangulation, the use of saline solution is of no 
particular advantage. In obstruction of the lower 
bowel there is no change in the chemical character 
of the blood. 

Early diagnosis is difficult because at first there 
are no local findings. The development of such signs 
as meteorism, collapse, and stercoraceous vomiting 
often means that the patient is beyond hope of cure 
by operation. Auscultation of the abdomen will re- 
veal loud peristaltic rushes with a peculiar bubbling 
sound such as is produced when water is poured from 
a bottle. At times, a metallic tinkle may be heard. 
The use of the enema may be misleading as gas and 
feces may be expelled from the distal bowel even 
when complete obstruction is present. The X-ray is 
of aid in the diagnosis since, in the cases of adults, 
the visualization of gas in the small bowel is evidence 
of intestinal obstruction. The “ladder pattern” and 
the presence of ‘fluid mirrors” make the diagnosis 
certain. Auscultation of the abdomen will differ- 
entiate between mechanical obstruction and the si- 
lent abdomen of intestinal paralysis. Any patient 
with intermittent colicky pain in the abdomen which 
is not relieved by enemas should be carefully observed 
for intestinal obstruction. 

Operation should be performed as soon as it is 
reasonably evident that obstruction exists. The sur- 
geon should not wait to determine the location or 
character of the obstruction. If the patient’s condi- 
tion permits, the ideal procedure consists in release 
of the obstruction, removal of the devitalized por- 
tion of bowel, and intestinal anastomosis. In an 
urgent case, strangulation of the bowel should be 


treated by exteriorization if resection is not ad- 
visable. In some cases otherwise inoperable, enter- 
ostomy of the bowel proximal to the obstruction is 
of great value. Jejunostomy is contra-indicated on 
account of its mortality. Wrttam J. Pickett, M.D. 


Bonorino Udaondo, C.: Intestinal Obstruction 
Caused by Biliary Calculi (Obstruccién intestinal 
por cAlculos biliares). Rev. Asoc. med. argent., 1930, 
xliii, 217. 

Intestinal obstruction caused by biliary calculi 
appears to be more frequent in females than in 
males and most common after middle age. Of 230 
cases reviewed by Wagner, 73 were those of persons 
between the ages of fifty and fifty-nine and 82 those 
of persons between the ages of sixty and sixty-nine. 

Calculi causing intestinal obstruction are usually 
ovoid. They vary in weight from 5 to 30 gm. Mill- 
ward cited a case in which a calculus weighing 465 
gm. was found. There seems to be no relation be- 
tween the size of the calculus and the gravity of the 
symptoms provoked by its migration. In 95 per cent 
of the cases the calculus enters the intestine through 
a fistula formed after a prolonged inflammatory 
process in the gall bladder has given rise to pericoli- 
cystic changes fixing the diseased organ to the adja- 
cent structures. In 143 cases reviewed by Cour- 
voissier the fistula communicated most often with 
the upper portion of the duodenum and least often 
with the transverse colon. In 108 of the 145 cases 
reviewed by Hermann, the obstruction occurred in 
the region of the ileocecal valve. This was the most 
common site also in the cases reviewed by Lesk and 
Wagner. 

The mechanism of the obstruction consists in a 
local spasm which causes fixation of the foreign body. 
The symptoms depend on the intensity of the spasm 
more than on the size of the calculus. A calculus of 
enormous dimensions may go through the digestive 
tract without giving rise to symptoms. As the result 
of extensive lesions in the mucosa giving rise to 
paralytic ileus, the spasm sometimes persists after 
elimination of the calculus. Around a fixed calculus 
the mucosa becomes inflamed and thickened, and if 
the condition persists, ulceration and necrosis take 
place with subsequent perforation and peritonitis. 

The symptoms of intestinal obstruction due to 
biliary calculi depend in great measure on the site of 
the obstruction. When the obstruction occurs in the 
duodenum, jejunum, or proximal ileum, they are 
usually acute, whereas when the obstruction occurs 
in the terminal ileum or the colon they are usually 
subacute or chronic. The most constant early symp- 
toms are constipation and diarrhoea accompanied by 
abdominal pain which may be either of a colicky 
character or diffuse. Diarrhoea is the predominating 
symptom when the occlusion is being formed, but 
occurs even after the process is well advanced. At 
first it is intermittent, but later becomes continuous 
The pain varies in intensity. It is localized around 
the umbilicus and in the upper half of the abdomen. 
It is paroxysmal and is somewhat transmitted. It is 
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due to traction of the dilated loop on the mesentery. 
As a rule, pressure ballooning occurs and hyper- 
peristalsis is present above the obstruction. The 
meteorism may be of great aid in the diagnosis. It 
appears later in obstruction of the small intestine 
than in obstruction of the colon. The peristaltic 
waves, although active, do not reach extreme inten- 
sities. The distention due to gas is limited to the 
loops just above the stenosis. Von Vahl’s sign, ab- 
dominal asymmetry due to the localized dilatation, 
makes its appearance. Auscultation over this local 
dilatation reveals the presence of Wilm’s sign, a 
peculiar metallic sound caused by the compression of 
liquids and gases above the obstruction and their 
displacement by hyperperistalsis. 

In obstruction of the small intestine roentgen 
examination is of great importance. The author 
calls attention to the dangers of producing total 
obstruction by the administration of an opaque 
meal. Case has reported numerous instances in 
which chronic obstruction in the ileum was diag- 
nosed by means of roentgenograms taken with the 
patient in the standing position. At times the loop 
just above the obstruction shows a large gas bubble 
suggesting an inflated stomach. Again, a series of 
bubbles of air or air and water, of irregular distribu- 
tion, are seen in the central abdominal region and 
give rise to the “‘herring-bone”’ appearance first de- 
scribed by Case. 

The condition develops suddenly with symptoms 
of grave ileus lasting several hours. There is then a 
quiescent period of from one to twelve hours. This 
is followed by recurrence of the symptoms with 
fecal vomiting. The symptoms then subside again, 
and for a time improvement is noted. The subse- 
quent crisis, which is less pronounced, is sometimes 
accompanied by pain, but not by vomiting. After 
an interruption which varies in length, the symp- 
toms of complete obstruction make their appearance. 

When the obstruction occurs in the duodenum or 
the proximal ileum the prognosis is grave, but when 
it occurs in the large intestine the prognosis is more 
favorable. According to the author’s statistics, the 
mortality ranges from 33 to 68 per cent. It is lowest 
when intervention is carried out early. The author 
recommends enterostomy in which the incision is 
made at a distance from the point of obstruction to 
avoid the necessity of repairing walls that are 
friable. P. R. Casettas, M.D. 


Armour, J. C., Brown, T. G., Dunlop, D. M., 
Mitchell, T. C., and Others: Studies on High 
Intestinal Obstruction. The Administration 
of Saline Solution and Other Substances by 
Enterostomy Below the Site of Obstruction. 
Brit. J. Surg., 1931, xviii, 467. 

The cause of death in high intestinal obstruction 
is not definitely known. According to the oldest 
theory, it is the absorption of a toxic substance 
formed above the site of the obstruction. Williams 
concluded that the toxin is formed in part at least 
by the bacillus welchii, and found that he was able 
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to reduce the mortality from 24.8 to 9.3 per cent 
by the use of anti-gas-gangrene serum. Whipple 
thought that a toxic proteose is formed in the intes- 
tinal mucosa and is absorbed into the circulation 
from the lumen of the gut. According to a more 
recent theory, the fatal termination is the result of 
a change in the chemical composition of the blood 
due particularly to the loss of chlorides and to de- 
hydration and alkalosis. Haden and Orr have called 
attention to the effectiveness of saline solution in 
intestinal obstruction. 

The authors report experiments carried out on 
dogs in which they attempted to determine whether, 
by the administration of saline solution and energy- 
producing foodstuffs, life could be sufficiently pro- 
longed to eliminate the possibility of toxemia as a 
cause of death, and whether the bacterial growth 
above the obstruction is the source of a toxin. 

They found that in the cases of untreated dogs 
death was preceded by the progressive development 
of severe alkalosis, gross lowering of the blood chlo- 
rides, and, finally, an increase in the blood urea. 
For several days before death the urine was chloride 
free and the stomach contents contained no free 
hydrochloric acid although the total chloride content 
was normal. It was immaterial whether the bile and 
pancreatic juice entered the intestine above or below 
the obstruction, but the time of survival was longer 
the lower the obstruction. When both chloride and 
water were administered below the obstruction the 
chemistry of the blood, urine, and stomach contents 
remained normal and life was greatly prolonged. 
Death ensued only after about four weeks and could 
not be attributed directly to the obstruction. When 
peptone and carbohydrate were added to the chlo- 
ride and water, life was prolonged for seven weeks 
or longer. Withdrawal of the chloride then caused 
death with the usual clinical and chemical changes. 
There was no evidence that excessive breakdown of 
tissue protein is an essential accompaniment of high 
intestinal obstruction. The occurrence of bacillus 
welchii in the stomach contents was the same in the 
treated and untreated animals. 

From the findings the authors conclude that death 
in intestinal obstruction is due, not to toxemia, but 
to the chemical changes resulting from a loss of 
chloride and water. Therefore the treatment should 
consist in supplying chloride and water until con- 
tinuity of the alimentary canal has been re-estab- 
lished. 


Miller, T. G.: Duodenitis: A Review of Twenty-Six 
Cases So Diagnosed. Med. Clin. North Am., 1931, 
xiv, 841. 

None of the twenty-six cases reviewed by the 
author came to operation or autopsy, but the diag- 
nosis of duodenitis seemed justified by the clinical. 
laboratory, and roentgen findings. 

Roentgen observations are placed first in impor- 
tance among diagnostic criteria. A normal or fish- 
hook type of stomach was found in twenty of the 
twenty-six cases, the steer-horn type in three, and 
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the ptotic type in three. Therefore in all but three 
cases the greater curvature was at or above the level 
of the iliac crests. 

Gastric residue was present after a six-hour period 
in only three cases. Peristalsis and motility observa- 
tions corresponded with those in duodenal ulcer. 

Pylorospasm was found more frequently in cases 
of duodenitis than in cases of duodenal ulcer, but 
judging from the six-hour emptying time is less per- 
sistent in the former. 

Irregularity of the duodenal cap was demonstra- 
ble in every case, but was not constant as in cases of 
ulcer. Ulcer can usually be eliminated on the basis 
of inconstant irregularity alone. 

The roentgen characteristics of duodenitis seem 
to be irritability, non-retention, and inconstant 
irregularity, a group of phenomena uncommon in 
ulcer and adhesions. 

Duodenal stasis was found to be rare. Colonic 
stasis, which is so common in duodenal ulcer, was 
even rarer in the cases of duodenitis than in the gen- 
eral group of cases in which roentgen studies of the 
digestive tract are made. 

The duodenitis was most common between the 
twentieth and fiftieth years of age and was five 
times as frequent in males as in females. 

The symptoms in most instances were those of 
gastric or duodenal ulcer. Their duration ranged 
from three weeks to ten years. Judd and others 
think the lesion is an independent entity for if it 
were merely a first stage in the development of ulcer 
it would develop into that lesion earlier. 

The observations made on physical examination 
were of little value. The incidence of discovered 
focal infections was low. The gastric acidity varied. 
Duodenal drainage was essentially negative. 

The response to the routine medical régime for 
ulcer corresponded to that of cases of ulcer and was 
therefore of no value in the differential diagnosis. 

WILLIAM E. SHACKLETON, M.D. 


Drennen, E.: Ileoczcal Cysts. Arch. Surg., 1931, xxii, 
106. 


Drennen states that cysts and diverticula of the 
intestines are different phases of the same process. 
They result from the growth of a bud or a prolonga- 
tion of epithelium that has pushed out into the 
mesenchyme. If an opening into the intestine is 
formed, a diverticulum results, whereas if the bud 
becomes separated a cyst results. It is possible, 
however, that some cysts are formed in a different 
manner. 

The pre-operative diagnosis of ileoceecal cysts can 
be at best only a guess. A movable tumor in the 
region of the cecum is suggestive. These cysts are 
more frequent in children than in adults. The 
operation of choice is resection of the segment of 
intestine involved. In no case has enucleation of the 
cyst been successful. 

A search of the literature revealed only twenty 
authentic ileocecal cysts. In a large percentage of 
the cases there were symptoms of acute or recurring 


obstruction. In two cases there was a concomitant 
intussusception. Acute appendicitis was the pre- 
operative diagnosis in at least three cases. The 
ages of the patients ranged from three days to 
twenty-nine years. 

The author adds three new cases. In all of them, 
resection of a part of the bowel was done. There 
was one death, that of a child two years of age who 
had an intussusception with symptoms for six days. 

Ear O. Latimer, M.D. 


Dagnino, A.: Dolichocolon (Dolicocolias). Semana 
méd., 1930, Xxxvii, 1780, 1891. 


Following a detailed review of the normal anat- 
omy and physiology of the colon, the author reports 
twenty-six cases of dolichocolon, supplementing the 
case histories with roentgenograms. 

The condition may be segmental or total, congeni- 
tal or acquired. There may be no symptoms at all 
or there may be severe flatulence and pain. The con- 
dition may simulate organic diseases such as gastro- 
duodenal ulcer and biliary lithiasis, or may cause 
phantasmal tumors. It is of importance to demon- 
strate latent forms as they may be prevented from 
developing into the more severe forms. Roentgen 
examination is of value, but the diagnosis cannot be 
made by this means alone. 

In most cases, medical, orthopedic, and physio- 
therapeutic treatment is indicated. Under such 
treatment the colon may become normal. Surgical 
treatment is necessary only for acute complications 
and in cases with troublesome symptoms that resist 
medical treatment. The treatment must be adapted 
to the requirements of the particular case, but in 
general the intestine must be kept freely open. To 
prevent the formation of gas, the cellulose content 
of the diet must be reduced. Charcoal or similar 
absorbents and anti-spasmodics such as belladonna 
and papaverin should be given. Acid milks such as 
kefir and yougourt are good, and vaccines may be 
given by mouth or by injection. The colon should 
be lubricated with liquid paraffin or some other oil, 
sufficient liquid should be drunk, and moderate ex- 
ercise taken. Hydrotherapy and electrotherapy are 
beneficial. Decalcification should be prevented by 
the use of ultraviolet rays and the elimination of 
acid-producing foods from the diet. 

AuprEY Goss Morcan, M.D. 


Stewart, M. J., and Hickman, E. M.: Observations 
on Melanosis Coli. J. Path. & Bacteriol., 1931, 
XXXIV, OL. 

In 600 autopsies the incidence of melanosis coli, 
including the lighter forms, was found to be 11.2 per 
cent. The condition has been discovered in persons 
poisoned by heavy metals, but is most common in 
cases of severe chronic constipation and obstructive 
lesions, particularly carcinoma of the colon. Of 2 
series of cases of carcinoma of the colon, melanosis 
was found in 48.8 and 55 per cent respectively. Asa 
rule the pigmentation is most intense above the 
growth. Wiittam E. SHackieton, M.D. 
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Chutro, P.: Postoperative Complications of Ap- 
pendicitis (Complicaciones postoperatorias de la 
apendicitis). Second Argentine Surgical Congress, 
1930. 

The laity is generally led to believe that appen- 
dectomy is a simple operation free from danger, but 
as a matter of fact there are many complications. 
An average of various American and European sta- 
tistics shows a mortality of 10 percent. In some hos- 
pitals the mortality runs as high as 16 per cent and 
in some as low as 5 percent. The fact that mortality 
is increasing may perhaps be explained by the as- 
sumption that the disease has become so well known 
that people do not fear it and allow themselves to 
be operated on by incompetent surgeons. In the 
United States, the report of the Bureau of Vital 
Statistics shows that there were 25,000 deaths from 
appendicitis in 1928. 

The author divides the complications into two 
groups—those of chronic, interval, and early acute 
appendicitis, and those of the suppurating, gan- 
grenous, and perforative types. While the operative 
technique may be responsible for many of the com- 
plications in the first group, the disease itself is 
responsible for those in the second group. 

Among the complications in the first group are 
those due to the use of an anesthetic. Gas gangrene 
or a colon-bacillus phlegmon may result from a 
condition present at the time of the operation, the 
development of which was not prevented by the op- 
eration even though the latter was performed with a 
faultless technique. A reaction of the glands at the 
ileocecal flexure has been seen. As a rule this is 
found in cases with discrete tuberculosis of the peri- 
toneum. Abscesses may form in the wound around 
bits of suture material, and phlegmons may develop 
in the abdominal wall from direct contamination of 
the subcutaneous cellular tissue or from a hema- 
toma. Intraperitoneal complications may be caused 
by perforation of the cecum by the needle, by loos- 
ening of the ligature, by partial or total disinvagina- 
tion of the stump, by the incarceration of a bit of 
the wall of the cecum in the invaginating suture, 
and by too drastic purgatives causing exaggerated 
movements of the intestine and loosening of the 
sutures. Peritonitis from any of these causes is 
usually fatal. Intraperitoneal hemorrhage may 
result from insufficient ligation of the meso-appendix 
and, in transrectal operations, from injury of the 
epigastric artery. Occasionally an early or interval 
appendicitis is complicated by paralytic ileus. Most 
of the embolisms that occur in early appendectomy 
are harmless. Early appendectomy may be followed 
by the formation of adhesive bands which cause 
chronic obstruction, or by pain due to inclusion of a 
nerve in the abdominal wound. Adhesive bands may 
be shown by roentgen examination, but their sec- 
tion does not always relieve the symptoms. 

In cases of suppurative, perforated, or gangrenous 
appendicitis some form of complication occurs after 
operation in 60 per cent of the cases. The possible 
complications are peritonitis, phlegmon and sup- 
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puration of the abdominal wall, pylephlebitis, deep 
cellulitis, evisceration, ileus, perforation of the in- 
testine with fecal fistula, subphrenic abscess, epi- 
ploitis, secondary hemorrhage, embolism, phlebitis, 
respiratory complications, parotitis, enteritis, in- 
sufficiency of the liver, and acute dilatation of the 
stomach. The treatment of each is discussed. 
AuprEY Goss Morcan, M.D. 


Bensaude, R., Cain, A., and Lambling, A.: Villous 
Tumors of the Rectum (Les tumeurs villeuses du 
rectum). Presse méd., Par., 1930, xxxviii, 1713. 

The histological character of villous tumors of the 
rectum is disputed. By some, these neoplasms are 
considered adenomata distinguished only by a vil- 
lous covering; by others, as cancers; and by a third 
group, as superficial, slowly growing neoformations 
intermediate between benign and malignant tumors. 
In the authors’ opinion they are distinct from ordi- 
nary adenomata of the rectum and epitheliomata. 

Of the authors’ fifty-nine cases, 95 per cent were 
those of persons more than forty years of age. The 
growth of the tumor is slow. In the case of a man 
aged forty-eight years there was a history of slight 
bleeding after defecation since the age of four, and 
in three cases such bleeding had occurred for from 
six to eight years. Bleeding occurs in 75 per cent of 
the cases. Constipation is not at all constant. Asa 
rule there is a sensation of weight and of a foreign 
body in the rectum, especially after defecation. The 
patient may tell of passing fragments of tumor for 
years, of occasional prolapse of the tumor on defeca- 
tion, and of a glairy mucoid discharge. Association 
of the tumor with hemorrhoids is confusing. To be 
emphasized are the chronicity, the danger of malig- 
nant degeneration, and the tendency to recur after 
inadequate surgery. In 80 per cent of the cases the 
tumor is from 6 to 12 cm. from the anus. A pedicle 
or lobules or a gelatinous plaque is felt. The tumor 
is movable, and the surrounding mucosa is soft. 
Proctoscopic examination reveals a pink or glairy 
white mass with villi which stand out distinctly or 
are agglutinated by a glairy secretion. 

After the onset of malignancy, the tumor con- 
tains firmer zones which on pressure communicate 
their resistance to the mucosa. On proctoscopic 
examination the villi and glairy mucus are less ap- 
parent and the discharge on trauma is bloody or 
serohemorrhagic. 

Biopsy specimens from the hard zones disclose 
malignant change in 45 per cent of the cases. In 
sections of the benign tumor the normal mucosa 
changes abruptly to exaggerated villi. The sub- 
mucosa below a sessile tumor is little thicker than 
the submucosa below normal mucous membrane. 
The tumor is limited to the mucosa. Sometimes 
mucous glands appear in the tumor as glairy areas. 
In the early stages of malignancy no mucous cells 
are found, but the sections show a transition to 
highly stained cylindricocuboidal cells. In the later 
stages there are irregular villi with straified epithe- 
lium budding into the axis of a villus. Infiltration of 
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the muscularis mucosz may occur later than metas- 
tasis. In the differential diagnosis it must be borne 
in mind that the adenoma proliferates, not at the 
apices of villi, but in the depths of pockets. Certain 
glandular epitheliomata, wrongly called villous epi- 
theliomata, are merely villi growing on an old 
adenoma. The dendritic epithelioma, which is 
malignant at the outset, is rare, contains no glands, 
rests in a depression of the muscularis mucosz, and 
is strikingly irregular. Polyps, which are rare in 
adults, have a smooth surface. 

The treatment includes radium and roentgen-ray 
irradiation and excision. The choice of treatment 
must be based on the size, site, and malignancy of 
the tumor and the patient’s general condition. In 
eighteen surgically treated cases reviewed by the 
authors the routes of approach were the rectal, the 
perineal, the abdominal, and the abdominoperineal. 
The rectal route was used in 75 per cent. The rectal 
route may be employed only when the tumor is 
situated close to the anus and adequate rectal dila- 
tation is obtained under spinal anesthesia. The 
blood vessels should be ligated individually and a 
ring of normal mucous membrane about the tumor 
should be excised. A high anterior tumor may be 
associated with a true hydrocele of the pouch of 
Douglas. 

In the fifteen cases in which operation could be 
properly carried out there were two recurrences— 
one after a year and one after eleven years. 

The histological findings are shown in ten photo- 
micrographs, and the proctoscopic findings in six 
colored plates. Curtis Netson, M.D. 


Gordon-Watson, Sir C.: How Far Can Radium 
Replace Radical Surgery for Cancer of the 
Rectum? Ann. Surg., 1931, xcili, 467. 


The author has used radium implants in the treat- 
ment of twenty-seven operable cases of adenocarci- 
noma of the rectum localized below the peritoneal 
reflexion. No five-year statistics are available as yet. 
In six cases an apparent cure for periods ranging from 
one year to two and one-half years has been ob- 
tained, but the results to date are too uncertain to 
justify the use of radium irradiation in preference 
to operation unless surgery is refused or contra- 
indicated. 

In cases of high growths of the rectum the dan- 
ger of operation by the abdominoperineal route 
is considerable. Therefore unless the patient is 
regarded as an exceptionally good operative risk 
and the growth is in a sufficiently early stage to 
warrant the assumption that there will be little 
danger from recurrence after operation, the use of 
radium is justifiable. Gordon-Watson has used 
transperitoneal abdominal irradiation with needles 
and seeds in such cases. 

Squamous carcinoma of the anus is best treated 
with radium applied interstitially and on the surface 
of the growth. This treatment may preserve the 
function of the sphincter whereas operative treat- 
ment destroys it. (. D. HaaGENsEN, M.D. 
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-LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 
Santy, P., and Mallet-Guy, P.: Cholecystostomy 


and Gall-Bladder Stasis. The Alternating 
Excretion of Bile and Mucus (Cholécystostomie 
et vésicules de stase; l’excrétion alternante de bile et 
de mucus). Lyon chir., 1930, xxvii, 750. 

The operation of choice for gall-bladder syndromes 
resembling lithiasis and commonly called gall- 
bladder stasis is cholecystostomy. This procedure 
allows later operations and yields findings which 
throw light on the pathogenesis of the syndrome. 
The authors report ten cases in which it was noted 
that at a certain time the biliary flow became color- 
less and purely mucous. Mucus and bile alternated, 
the mucus appearing usually at night. 

During the first day after cholecystostomy, the 
bile flowing to the exterior retains the characteris- 
tics of Bile B. Then it gradually clears up, changing 
from a greenish-brown viscid substance to a clear 
golden-yellow fluid, i.e., it takes on the characteris- 
tics of hepatic bile. Cholecystostomy evidently puts 
the gall bladder at rest since the function of resorp- 
tion in this organ, which makes of gall-bladder bile 
the characteristic bile called Bile B, has ceased to 
operate. This is indicated also by the fact that pain 
present before the operation ceases when the gall 
bladder is fixed to the skin. It is probable that, 
besides the gall-bladder muscle, the gall-bladder 
mucosa is also placed at rest. 

Graphs have shown that the curve of fistular flow 
is irregular, but oscillates around a characteristic 
average level for each patient. When the biliary 
tract is perfectly normal, the gall bladder fixed to the 
skin excretes daily only from 30 to 40 c.cm. of bile. 
An excess of bile in the principal tract with biliary 
hypertension may be related to the excess formation 
of bile of hemolytic icterus or, more frequently, to 
an obstruction in the common duct. The cutaneous 
orifice plays the réle of escape valve. The authors 
have observed cases in which cholecystostomy per- 
formed for biliary retention was followed for eight 
days by a daily flow of from 650 to 750 c.cm. 

The second factor in the increase of the output 
from the stoma seems to be an abnormal abundance 
of the mucus secretion of the gall bladder indicated 
by the alternating flow of bile and mucus. 

In order to study the intermittent flow more care- 
fully the authors collect the twenty-four-hour out- 
put in a series of eight test tubes attached to each 
other by adhesive tape. Every three hours, when the 
gall-bladder drain is changed, the excreted liquid is 
collected in a fresh tube. When the postoperative 
flow is biliary only, the examination of eight tubes 
shows great differences at different hours of the day, 
the digestive periods coinciding with a marked 
diminution or even cessation of the flow. It is during 
these hours, when the bile passes completely into 
the duodenum, that the flow of mucus appears in 
some of the patients operated upon. The amount 
of the mucus flow is very variable. 
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This alternating flow of bile and mucus is not 
noted when the biliary tract is normal. A late inter- 
mittent flow of mucus beginning from the fifteenth 
to twentieth day and amounting to only a few cubic 
centimeters is secondary to a mild reaction of the 
gall-bladder mucosa. When the mucobiliary disso- 
ciation occurs early, the flow of Bile B ceasing before 
the end of the first week, at the time that feeding is 
resumed, and the white liquid is abundant, amount- 
ing to from 10 to 20 c.cm. in three hours, there is a 
manifest hypersecretion of mucus. 

The authors conclude that they have demon- 
strated the occurrence of gall-bladder stasis from the 
excessive formation of mucus. They believe that as 
a rule it is impossible to make the diagnosis clini- 
cally. Once, however, they were able to diagnose the 
condition by cholecystography. Cholecystostomy 
assures cure. PACE. 


MISCELLANEOUS 


Doherty, W. D., and Rowlands, R. P.: Subphrenic 
Abscess. Brit. M.J., 1931, i, 168. 


The authors review forty-nine cases of sub- 
phrenic abscess and report six of them briefly. 
Seventy-three per cent of the abscesses occurred on 
the right side. The majority of the patients were 
males. 

In order of decreasing frequency of occurrence, 
the causes of the abscesses were perforated gastric 
and duodenal ulcers, acute appendicitis, blood-borne 
infections, acute cholecystitis, and carcinoma of the 
stomach and colon. 

The suppuration is associated with remittent or 
intermittent fever with or without rigors and with 
abnormal physical signs at the base of the chest. A 
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subphrenic abscess should be suspected when these 
findings follow a known infection such as recent 
appendicitis or the perforation of a gastric or duo- 
denal ulcer. The most constant local sign in the 
cases reviewed was dullness over the lower part of 
the chest. The upper limit of the dullness was often 
dome-shaped. While pulmonary signs may be ab- 
sent at first they develop later as the result of spread 
of the congestion and inflammation to the pleura 
and lungs. Leucocytosis is an important and almost 
constant sign. 

Roentgen examination is invaluable in the diag- 
nosis. In the cases reviewed the characteristic local 
elevation and fixation of the dome of the diaphragm 
was often found. In some cases a collection of gas 
above the pus was shown in the roentgenogram. For 
confirmation of the diagnosis reliance was usually 
placed on an attempt at aspiration with a long ex- 
ploratory needle. However, in eleven of eighteen 
cases in which this was tried by Barnard it failed. 
For grave cases in which the diagnosis is uncertain 
or the location of the abscess is not definitely deter- 
mined the authors advocate exploration through a 
small incision in the epigastrium. If an abscess is 
discovered it may then be safely and quickly drained 
below the pleural reflexion and extraperitoneally, 
the grave risks of pneumothorax, empyema, and 
peritonitis being thus avoided. 

Anterior abscesses may be drained through an 
incision below the costal margin, but in some cases 
a counter-incision in the loin is necessary. Posterior 
abscesses may be drained through the thorax by a 
subpleural or transpleura] route. To prevent pul- 
monary complications the authors employ the pos- 
terior subpleural approach. 

RoBERT ZOLLINGER, M.D. 








GYNECOLOGY 


UTERUS 


Reeb: Cystic Adenoma of the Cervix (Adénome 
kystique du col utérin). Bull. Soc. d’obst. et de gynéc. 
de Par., 1930, xix, 673. 

Reeb reports a case of cystic adenoma of the 
cervix in a woman forty-nine years of age who sought 
treatment for menorrhagia of about four weeks’ 
duration. In addition to a large adenomatous goiter 
associated with tachycardia and hypertension, exam- 
ination revealed a round, elevated area measuring 
about 5 cm. on the anterior and lateral aspect of the 
cervical canal about 1% cm. above the external os. 
This area, which was dark red, was firm but not 
indurated. Its surface was slightly mammilated. Its 
borders were smooth and regular and not everted. 
The small irregularities on its surface, about the size 
of a pinhead, were somewhat lighter in color. There 
was no bleeding on manipulation, the blood which 
presented at the external os emanating from the 
uterine cavity. 

Microscopic examination of a biopsy specimen 
revealed a marked glandular proliferation with 
adenoma formation. The glands were for the most 
part dilated and cystic and lined by a single layered 
low cuboidal epithelium showing no mitotic figures. 
The adjoining cervical glands were entirely normal. 
There was no leucocytic infiltration. 

Hysterectomy was performed although the growth 
was evidently benign. The patient died five days 
after the operation from cardiac failure due to the 
thyroid condition. 

Inspection of the uterus after the operation re- 
vealed a uterine polyp and several fibroid nodules. 
There was a distinct though irregular line of demar- 
cation between the adenoma and the uterine muscu- 
lature. Further microscopic studies failed to disclose 
any evidence of malignant degeneration. Mucicar- 
mine stains gave the typical mucin reaction, demon- 
strating that the growth was derived from cervical 
gland epithelium. 

The adenomatous proliferation was more marked 
than in the cases reported in the literature and the 
glands communicated or were grouped in islands, 
whereas in the cases previously reported there was 
merely a glandular hyperplasia disseminated in the 
connective tissue and showing no communication of 
the glands. The adenoma resembled somewhat the 
adenoma of Gaertner’s duct described recently by 
Meyer, but could be distinguished from the latter by 
the positive mucin reaction which is absent in ade- 
noma of Gaertner’s duct because the epithelium of 
Gaertner’s duct does not secrete mucus. 

Cystic adenomata of the cervix are not infrequent, 
but they are seldom described in textbooks and are 
usually confused clinically with nabothian cysts. 
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While these adenomata rarely become malignant, 
Reeb emphasizes the importance of differentiating 
them from carcinoma. He calls attention to the fact 
that the adenoma is firm and elastic, but not indu- 
rated. Its borders are regular and are not everted 
like those of carcinoma. It is dark red, whereas 
carcinoma is yellowish. The adenoma does not bleed 
readily upon manipulation. As biopsy will not prove 
the absence of malignant degeneration in all parts of 
the growth, Reeb advises extirpation in every case. 

Haroip C. Mack, M.D. 


Freedman, N.: Age Period Changes in the Cervix 
Uteri, with Special Reference to Cancer 
Development. Am. J. Obst. & Gynec., 1931, xxi, I. 

From a microscopic examination of 124 cervices, 
most of which showed cervicitis (24 obtained at 
autopsy and 100 at operation), the author draws 
the following conclusions: 

1. The cervix is a restless organ with its tissue 
components continually in a state of imbalance. 

2. At all age periods there is a remarkable inter- 
changeability of the two types of lining epithelium. 

3. From the very beginning, during the fetal 
period, there is no fixed union of the two epithelia 
at the external os; one may overlie the other. 

4. At labor, the cervix is especially prone to ae- 
velop an endocervicitis as the result of cervical 
lacerations. 

5. The restlessness of the cervical epithelia makes 
endocervicitis of great significance because of the 
metaplasias of the columnar lining and excessive 
downgrowth and thickening of the squamous epi- 
thelium which follow. 

6. Many of the results of endocervicitis represent 
a precancerous stage which need not necessarily 
develop into true cancer. For this stage the term 
“carcinoid,” suggested by Borst, is preferable. 

7. The regressive hyperplasias in senility must 
be carefully studied with the possibility of a pre- 
cancerous, or a dysontogenetic condition in mind. 

8. In the prophylaxis of cancer of the cervix, 
cervical lacerations should be quickly repaired. In 
suspicious cases the local histological examination 
should be supplemented by the clinical records. 
Surgery is indicated if the precancerous stage is 
greatly aggravated and true cancer seems imminent. 

E. L. Cornett, M.D. 


Pinsan, J. R.: The Question of the Development of 
Cancer in the Cervical Stump After Subtotal 
Hysterectomy (La question de la cancérisation du 
moignon cervical aprés hystérectomie subtotale). 
Rev. franc. de gynéc. et d’obst., 1930, xxv, 688. 


The author reports five cases of cancer developing 
in the cervical stump after subtotal hysterectomy. 
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In a review of the literature he found a wide diver- 
gence of opinion as to the frequency of this condition, 
its reported incidence ranging from 0.40 per cent 
(Sanders) to 6.5 per cent (Lincoln). American 
statistics tend to show the highest incidence. Pinsan 
believes the incidence does not exceed 1 per cent. He 
attributes the difference of opinion regarding it to 
incorrect interpretation of statistical data and failure 
to recognize a co-existing cervical cancer at the time 
of operation for fibroids. The time of the occurrence 
of a cancer of the stump is an important factor since 
a cancer appearing within a few months after opera- 
tion can hardly be said to have developed completely 
within that period of time. Also of importance in 
determining whether the cervical neoplasm repre- 
sents an entirely different process from the tumor of 
the uterus or adnexa are its histological character- 
istics. With regard to the incorrect interpretation of 
statistics, Pinsan says that some gynecologists have 
based their conclusions on the general incidence of 
cervical carcinoma in all cases coming for treatment 
instead of only on cases in which the carcinoma 
developed after hysterectomy. 

Pinsan doubts the efficacy of total hysterectomy 
as a prophylactic measure since carcinoma has been 
known to develop in the vaginal stump. Operations 
which cone out the cervical canal leave behind a por- 
tion of cervix with poor drainage and impaired circu- 
lation, factors which in themselves may favor the 
development of cancer. Moreover, the mortality of 
total hysterectomy renders its routine use inadvis- 
able as a prophylactic procedure. 

For the treatment of carcinoma of the stump, 
radium therapy is to be preferred to radical opera- 
tion. Harrop C. Mack, M.D. 


Whitehouse, B.: Uterine Hemorrhage, with Spe- 
cial Reference to Malignant Disease. Lancet, 
1931, CCXX, I. 

The author states that the symptoms of cancer of 
the uterus are often so trivial that they are regarded 
as purely physiological phenomena. To explain the 
tendency of the uterus to bleed irregularly and ex- 
cessively at the time of the menopause he reviews 
the physiology of menstruation. Among the causes 
of postmenopausal hemorrhage are: 

1. Late ovulation. The author saw a recent corpus 
luteum in the ovary of a woman sixty-seven years of 
age which was removed with the uterus because of 
postmenopausal bleeding. 

2. Adenomatous mucous polypus of the endo- 
metrium. This may occur at any age after puberty. 
Endometrial growths and hypertrophy are asso- 
ciated with a low intra-uterine tension. In cases 
of fibroids, chronic subinvolution, and fibrosis, the 
uterine cavity is increased in all dimensions, the 
intra-uterine tension being therefore lowered. 

Four types of uterine hemorrhage which may 
occur during or after the menopause in association 
with uterine carcinoma are: 

1. Epimenorrhcea, or too frequent menstruation. 
This irregularity is intensified in some cases because 
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cestrus and ovulation do not synchronize as under 
normal conditions. 

2. Menorrhagia, or excessive menstruation. This 
is usually associated with fibrosis of the uterus. 

3. Menostaxis, or prolonged menstruation. This 
is probably associated with the pressure of dead and 
immature ova in the ovary (fibrocystic ovaries) and 
partly with local abnormalities of the endometrium. 

4. Metrostaxis, or hemorrhage unassociated with 
menstrual factors. The most important form of 
bleeding in this group is that associated with coitus. 

In conclusion the author says that the definite ex 
clusion of a malignant tumor of the uterus in the 
presence of abnormal uterine bleeding requires a 
pelvic examination and often curettage. 

Harry M. NEtson, M.D. 


Bonney, V.: The Technique and Results of Myo- 
mectomy. Lancet, 1931, CCxx, 171. 


The author believes that cases of fibroids beyond 
the scope of conservative surgery are uncommon 
While he does not claim that myomectomy is the 
operation of choice in the majority of cases, he 
believes that it should be chosen in preference to 
radical operation in most cases of women unde! 
forty-one years of age. 

Bonney has performed myomectomy 403 times. 
The tumors were solitary in 166 cases and multiple 
in 237. The number removed in a single case has 
varied from 15 to 125. Bonney has performed mul- 
tiple myomectomy in cases in which the total mass 
was the size of a full-term pregnancy. 

The operative mortality was 1.7 per cent—about 
the same as that of hysterectomy performed by 
experts. In 3 per cent of the author’s cases, hysterec 
tomy was necessitated subsequently by new fibroids, 
menorrhagia, or some other condition. 

Of the women of child-bearing age who were sub- 
jected to myomectomy, 39 per cent became pregnant 
after the operation. Seventy-five per cent of the 
infants of these women were born naturally. 

Hemostasis is of great importance in myomec 
tomy. The author has designed a clamp which com 
presses both uterine arteries at once so that when 
a ring forceps is placed on each ovariopelvic liga 
ment all of the 4 main arteries of the uterus are 
blocked and the operation can be carried out in an 
almost bloodless field. 

The author usually explores the uterine cavity 
through a single median incision in its anterior wal! 
and removes the fibroids through the posterior wall. 
In some cases, however, he makes the primary inci- 
sion in the posterior wall. Occasionally he performs 
the Hood operation. Harry M. Netson, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Stieve, H.: Studies on the Human Ovary (Beobach- 
tungen an menschlichen Eierstoecken). Zéschr. / 
mikros.-anat. Forsch., 1930, XXii, 591. 


The author lays great stress upon the necessity oi 
examining the entire ovary in serial sections in order 
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to understand the behavior of the organ as a whole, 
even though its individual processes are known. 

The ovaries from a girl fourteen and a half years 
of age who had not yet reached puberty exhibited 
only a few developing vesicular folliculi up to 1.5 
mm. in size, most of which showed degeneration. 

Of eight young women and girls ranging in age 
from fifteen to nineteen years who had had regular 
menstrual periods (among them five virgins), all had 
rather large ovaries weighing from 7.6 to 9.3 gm., 
with a corpus luteum in the stage of development 
agreeing with the cyclic stage of the tubes and 
uterine mucosa. All of the ovaries exhibited a sparse 
stroma, a well-preserved superficial epithelium, an 
external layer from 20 to 30 micra in thickness, and 
a zone 150 micra thick which was made up of small 
spindle-shaped cells in a network of very fine col- 
lagen fibrils. The cortex, which was from 300 to 
Soo micra in thickness, contained numerous develop- 
ing and small vesicular follicles in addition to pri- 
mary follicles. Connective tissue could be clearly 
demonstrated only by treatment first with silver 
salts and then with gold salts. 

In the deeper layers, numerous follicles ranging 
up to 7 and 8 mm. in diameter were found among 
the atretic follicles and the residua of corpora lutea. 
In nearly all of these there was absence of evidence 
of degeneration, the cumulus odphorus was well- 
preserved, and the ova were newly formed. The ova 
were smaller in the larger follicles. 

However, in every section, particularly about the 
corpora lutea, there were follicles in the process of 
degeneration, which began regularly with degenera- 
tion of the ova. Stieve regards the theca cells as 
derivatives of the histiocytes and states that with 
the atresia of the follicle most of the theca cells 
revert to histiocytes. After degeneration of the 
stratum granulosum the hyaloid stratum develops. 
In man, the degenerating theca cell never plays the 
role of an “‘interstitial gland.” As more follicles 
become atretic and more corpora lutea degenerate, 
more connective tissue develops to replace them, 
the connective tissue therefore increasing with age. 

In young girls a large number of normal vesicular 
follicles is not pathological. Since the term ‘“‘cystic” 
implies disease, the term ‘‘ microcystic degeneration” 
is usually inappropriate. In true cysts no normal 
ovum or granulosa is present. Sometimes a true 
small cystic degeneration occurs, as in the case of a 
woman twenty years of age who had a rudimentary, 
solid bicornate uterus and quite markedly enlarged 
ovaries. The well-known behavior of such ovaries 
without normal function is attributed by Stieve to 
the influence of the abnormal tubes and uterus. 

During pregnancy the behavior of the ovaries 
varies with the individual. At the end of pregnancy, 
corpora lutea are not found as a rule, but there are a 
large number of structures which may be the remains 
of corpora lutea instead of atretic follicles. Stieve 
has frequently found two or more corpora lutea at 
the end of pregnancy, but only once did he find any 
in the second month of pregnancy. As long as the 


corpus luteum is,preserved in pregnancy an un- 
usually marked degeneration of follicles is noted in 
both ovaries and there are few or no developing 
follicles or corpora albicantia. The primary follicles 
remain unaltered. Occasionally the corpus luteum 
degenerates as early as the fifth month. Prolifera- 
tion of the theca cells may not occur. When the 
corpus luteum is absent a much larger number of 
small vesicular and cystic-atretic folliculi of the 
usual structure develop during pregnancy. In two 
cases Stieve found at the end of pregnancy large 
vesicular folliculi as well as the smaller types, all 
with cumuli oophori but no corpora lutea. The con- 
clusion to be drawn from these findings is that the 
formation of new, normal follicles is prevented by 
the corpus luteum and can take place only in its 
absence. For this reason menstruation may appear 
as early as the third week of the puerperium. In 
the gynecological clinic at Halle there was a woman 
who began to menstruate between the twentieth 
and twenty-second day of the puerperium after each 
of her five pregnancies. The individual differences 
are dependent upon constitutional and therefore 
unknown factors. 
The article is supplemented with illustrations. 
RoBEeRT MEYER (G). 


Meyer, R.: A Contribution on the Question of the 
Function of Tumors of the Ovaries, Especially 
Those That Lead to Defemininization and Mas- 
culinization; Arrhenoblastomata (Beitrag zur 
Frage der Funktion von Tumoren der Ovarien, 
insbesondere solcher, die zur Entweiblichung und 
zur Vermaennlichung fuehren. Arrhenoblastome). 
Zentralbl. f.Gynack., 1930, p. 2374. 

The author urges all gynecologists to observe the 
symptoms which are produced by ovarian tumors. 

Granulosa-cell tumors have the same hormonal 
effect upon the endometrium as follicular cysts, that 
is, they produce hypertrophy of the uterus. In so- 
called precocious menstruation resulting from 
ovarian tumors, it should be determined whether 
the bleeding is functional. 

Dysgerminomata (large-cell solid carcinomata) oc- 
cur in young persons, in some cases in association 
with hypoplastic genitals and aplastic gonads, and in 
others with hermaphroditism. The menses are often 
absent in mature womanhood. The author brings 
up the question whether or not the mucosa has a 
function. Up to the present time nothing is known 
with regard to a hormonal function of these tumors. 

Arrhenoblastomata are tumors leading to mas- 
culinization or defemininization. These neoplasms 
are of two types, the adenoma tubulare testiculare 
(Pick), and the solid, very atypical epithelial tumor. 
They are markedly different morphologically, but 
alike functionally, and belong together formal- 
genetically. As evidence the author cites four cases 
which showed transition pictures and belonged at 
one time more to the first and at another time more 
to the second group. This intermediate position is 
also manifested functionally by greater or lesser 
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signs of defemininization, and only in some cases 
by signs of masculinization (deep voice or virile 
hirsuties). The author designates these tumors as 
arrhenoblastomata or andreioblastomata (mas- 
culinizing tumors or tumor tissue of a male charac- 
ter). Clinical signs of masculinization are often 
entirely absent in cases of tubular adenomata, but 
frequently the signs of the defemininization and 
the masculinization are not noticed by the clinician. 

In order to learn more about the nature of these 
tumors and to study their hormonal effects, every 
case should be carefully reported. Only collective 
investigation can make advancement possible. The 
author reports two cases. 

The first of Meyer’s cases was that of a woman 
aged thirty-one years, who had had regular men- 
strual periods since her fourteenth year of life. She 
gave birth to a child at the age of twenty-one and 
had had no abortions. At the age of twenty-three 
the menstrual periods became irregular, and at 
twenty-five they ceased entirely. Since then there 
had been castration symptoms, but the patient ap- 
peared to be in good health. On examination the 
uterus was found to be small and atrophic. To the 
right and behind it there was a tensely elastic tumor 
the size of an apple. The tumor was removed by 
laparotomy. The menstrual periods recurrred from 
eight to ten weeks after the operation and have per- 
sisted regularly for the past seven years. The mi- 
croscopic structure of the tumor is described and 
shown in photomicrographs. 

The second case reported was that of a woman 
aged thirty-six years who gave a history of an in- 
crease in menstruation for the past half year. The 
flow lasted up to fourteen days. Salpingo-odphorec- 
tomy on the right side was done in 1921. When the 
patient was seen again in 1930 she was in good 
general condition and her menstrual periods were 
normal, but her facial expression was somewhat 
masculine and she had a deep male voice. The 
structure of the tumor in this case also is described 
and shown by photomicrographs. 

Although the tumors found in these two cases dif- 
fered morphologically, they showed certain resem- 
blances to those found in cases observed heretofore. 
The author classifies them with the intermediate 
group of arrhenoblastomata. The endocrine 
effect consists first in irregular menstrual periods 
and later in persistent amenorrhoea. Meyer at- 
tributes this effect to the presence of the specifi- 
cally male-directed germinal epithelium. The male 
germinal epithelium of the male, in short the testis, 
has no corresponding effect upon the anterior lobe 
of the pituitary gland since, according to Zondek and 
Aschheim, its implantation and the injection of its 
extracts cause the ovaries of experimental animals 
to function. Therefore it is not likely that the mas- 
culinizing incretion of the tumors described causes 
an immediate functional disturbance of the female 
pituitary gland. However, it is possible that the 
masculinizing incretion of the tumors makes the 
normally produced hormone of the anterior lobe of 
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the pituitary gland ineffective through other glands, 
the blood, or the ovary. H. O. NEuMANN (G). 


EXTERNAL GENITALIA 


Turenne, A.: Congenital Absence of the Vagina 
(Ausencia congénita de vagina). An. fac. de med., 
Univ. de Montevideo, 1930, xv, 725. 

The case reported was that of a patient twenty- 
five years of age with congenital absence of the 
vagina and very probably of the internal genital 
organs. Operation was performed by the method of 
Frank and Geist. A flap was cut from the inner 
surface of the thigh and its inner borders were 
sutured together to form a cylinder. The base of 
the cylinder was left connected with the rest of the 
skin to maintain the blood supply. A cavity was 
then formed by cleavage of the rectovesical space 
and the cylinder sectioned longitudinally and in- 
verted so that the bleeding surface was external. 
The cylinder was then introduced into the newly 
formed cavity and the outer borders were sutured. 

The advantage of this method is that it can be 
performed in several stages so that the vitality of 
the flap is assured at all times. 

In the case reported, the plastic and functional 
result was perfect. Twenty months after the opera- 
tion no evidence of cicatricial atresia of the vagina 
was found. AuprEY Goss Morean, M.D. 


MISCELLANEOUS 


Ronsisvalle, A.: Histological Changes in the 
Thymus of Prepubescent Rabbits Treated with 
Non-Specific Pregnancy Hormones. An Experi- 
mental Study of the Relations Between the 
Thymus and the Genital Organs (Le modifi 
cazioni istologiche del timo di coniglie impuberi 
trattate con ormone gravidico aspecifico. Contributo 
sperimentale alla conoscenza delle correlazioni timo- 
genitali). Arch. di ostet. e ginec., 1930, Xxxvii, 643. 


The author treated different lots of rabbits that 
had not yet reached puberty with the total urine 
of pregnant females, the urine of pregnant females 
deprived of its content of hormone of the anterior 
lobe of the hypophysis, human placenta, and the 
urine of an adult man. All of the animals showed 
regression of the thymus. In the groups treated with 
the urine of pregnant females and placenta, this was 
particularly marked and puberty was premature. 
The author describes some special changes in the 
interstitial cells of the thymus in the most advanced 
stage of regression and shows them with photo- 
micrographs. AuprEY Goss Morcan, M.D. 


Michon, J., and Haour, J.: Remote Results of In- 
terventions on the Sympathetic, Particularly 
the Presacral Nerve, in Gynecology (Résultat: 
éloignés des interventions sur le sympathique en 
gynécologie, nerf présacré en particulier). Gynéc. «| 
obst., 1930, XXii, 417. 


The earliest sympathetic intervention reported b 
the author was done six years ago. In this article 
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eighteen such operations are added to the ten pre- 
viously published. The twenty-eight cases are sum- 
marized. In the first cases the authors performed a 
hypogastric periarterial sympathectomy. In later 
cases they did a resection of the presacral nerve. At 
the present time they operate on the pelvic sympa- 
thetic, a procedure which is practically the Cotte 
operation. 

They use the Pfannenstiel incision. When the in- 
ferior bifurcation of the nerve in the shape of an L 
is seen, one can be certain that the resection will be 
successful. In cases in which the nerve is not per- 
ceived when the peritoneum is opened, it should be 
sought superficially rather than against the osseous 
layer. The nerve adheres to the deep surface of the 
peritoneum just as the ureter adheres to the deep 
surface of the posterior leaf of the broad ligament. 
The operation is completed by ligament fixation to 
prevent later retraction of the uterosacral ligaments 
with consequent uterine retroposition. 

In tabulating their results, the authors exclude 
eight cases. Of the twenty others, the operation 
gave good or excellent results in seventeen (85 per 
cent) and was unsuccessful in 3 (15 per cent). The 
indication for the operation was pain, usually re- 
bellious dysmenorrhcea. Several patients presented 
a syndrome of excitation of the hypogastric ganglion 
-——acute paroxysmal menstrual pain accompanied 


by reaction phenomena in the bladder and rectum 
and often remote reflexes resulting in nausea, vomit- 
ing, and diarrhoea. Less frequent was a more 
chronic pelvic neuralgia of vague localization. As 
a rule, medical, physiotherapeutic, and climatic 
treatments were inefticacious and gynecological ex- 
amination was negative. 

In the seventeen cases in which the operation was 
successful the pain was abolished, the periods were 
regularized, and the general condition was im- 
proved. Subsequent pregnancy and labor (two 
cases) were not disturbed. 

The operation is indicated for pelvic pain from 
inoperable or recurrent neoplasms, dysmenorrhea, 
and pelvic neuralgias. When, in cases of dysmenor- 
rhoea or pelvic neuralgia, laparotomy reveals a 
lesion undiscovered at clinical examination, such as 
an adenomyoma of a uterine cornu, a hematic cyst 
of the ovary, or a sclerocystic ovary, conservative 
operation for this lesion should be supplemented by 
the sympathetic operation. Resection of the pre- 
sacral nerve should be tried also for sensory, motor, 
or trophic disturbances associated with pruritus ani 
or vulve, kraurosis vulve, or vaginism. In such 
conditions it has succeeded when all other treat- 
ments have failed. 

The article has a bibliography of thirty-six ref- 
erences. PACE. 








PREGNANCY AND ITS COMPLICATIONS 


Oxley, W. H. F.: The Réle of the General Practi- 
tioner in Antenatal Work. Brit. M.J., 1931, i, 5. 


The author describes in considerable detail the 
antenatal work carried out in some of the counties 
of England. He maintains that the midwife has a 
definite place in obstetrics if she is sufficiently 
trained to recognize abnormalities and is willing 
to call the general practitioner in consultation when 
necessary. He believes that close co-operation be- 
tween the midwife and the general practitioner will 
lower maternal mortality. 

He describes principles of antenatal care in heart 
disease, vaginitis, cervicitis, pyelonephritis, and 
syphilis, and urges that malpositions be dealt with 
early. He advocates the use of Buist’s binder in 
occiput-posterior positions and an attempt at ex- 
ternal version in breech positions. 

He emphasizes the importance of recognizing con- 
tracted pelvis early. When the diagonal diameter 
measures 4 in., he induces labor at the thirty-sixth 
week by Krause’s method. He states that casarean 
section was necessary for contracted pelvis only once 
in 10,376 Cases. Harry M. Ne son, M.D. 


Peckham, C. H.: A Statistical Study of Placenta 
Previa at the Johns Hopkins Hospital. Am. 
J. Obst. & Gynec., 1931, xxi, 39. 


The incidence of placenta previa is about 1 case 
in every 500 deliveries. It is higher in white women 
than in colored women. 

The maternal mortality in placenta previa is still 
high (8.64 per cent) although it has been greatly 
reduced in the past thirty-five years. It could be 
decreased still further by the prompt hospitalization 
of all cases with bleeding and the more frequent use 
of transfusion. 

In cases in which the patient is admitted to the 
hospital in good condition with a low pulse and be- 
fore the hemorrhage has become alarming, the mor- 
tality is low and does not rise if a number of hours 
elapse before delivery occurs. The mortality is 
highest in those in which delivery occurs before a 
poor general condition can be improved by intrave- 
nous therapy. 

The incidence of premature labor is high, but the 
maternal mortality is more than 3 times as high 
when delivery occurs at or near term. 

About 15 per cent of cases of placenta previa are 
those of primipare. The incidence of central pla- 
centa previa in this group is low (9.10 per cent). 
The maternal mortality is much higher in multip- 
are and increases with age. 

Puerperal infection occurred in over half of the 
cases reviewed, but caused death in only 1. 
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Hemorrhage was responsible for 13 of the 16 
deaths in the series. Several of the women were 
almost moribund when they entered the hospital. 
If the deaths of these women and the deaths from 
causes unrelated to placenta previa are subtracted, 
the mortality falls to 5.80 per cent. 

The prognosis for the child is grave. In about 
half of the cases the child weighed less than 2,500 
gm. at birth, and in more than 25 per cent the fetal 
heart beat could not be noted on the patient’s ad 
mission to the hospital. Even when these 2 groups 
are subtracted, the fetal mortality (stillbirths and 
deaths occurring soon after birth) was very high, 
viz., 38.71 per cent. 

The treatment of placenta previa is still unsatis 
factory. The mortality is best reduced by liberal 
transfusion. In the marginal type of case the use vi 
the hydrostatic bag gives good results. While the 
indiscriminate use of cesarean section might in 
crease the chances for the child, it would probably 
not reduce the maternal mortality. Many of the 
patients who succumb are too ill or are bleeding too 
severely when admitted to the hospital to permit 
laparotomy. In the cases of others, cesarean sec- 
tion without subsequent hysterectomy would be 
associated with considerable danger, because of the 
presence of infection from unsterile examinations or 
the use of vaginal packs before the patient’s admis- 
sion to the hospital. However, cesarean section may 
be indicated in the cases of women with central 
placenta previa who are admitted in good condition 
before or early in labor and with a living and viable 
child, and in cases in which the desire for a child 
counterbalances any increased risk to the mother. 

E. L. CorneE Lt, M.D. 


Durante and Lemeland: A Benign Placental Tu- 
mor (Tumeur bénigne du placenta). Gymécologiv, 
1930, XXix, 705. 

Durante and Lemeland report a benign placental 
neoplasm which, in its pathogenesis, differed some- 
what from the benign placental neoplasms commonly 
described in the literature. The tumor was an angio- 
fibroma situated upon the chorionic surface of the 
placenta. Microscopic sections showed numerous 
capillaries arranged in small groups and occupying 
the center of small zones of fibrous tissue. Morpho- 
logically, these areas resembled placental villi except 
for absence of the peripheral epithelium; neither 
Langhans nor syncytial cells were present. In some 
areas the stroma had lost its myxomatous character 
and had become definitely fibrous. In the deeper 
portions of the tumor the vascular elements were 
more numerous and were separated only by a few 
fibrils of connective tissue. Except for a slight in- 
crease in the thickness of the endothelium, which is 
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characteristic of vascular neoplasms in general, the 
capillaries were quite normal. 

Although tumors of this type have no connection 
with the neighboring placental cotyledons, their 
origin from the placenta is shown by the typical 
chorionic stroma and the presence in the younger 
portions of the growth of shadows of placental villi. 
\s a result of the lack of development of the Lang- 
hans and syncytial cells, the rudimentary villi do 
not come into contact with the maternal blood and 
hence do not take on a placental function. Nour- 
ished by the fetal vessels, they exist as a distinct tis- 
sue within the placenta. The stroma develops apace 
with the connective tissue of the fetus to become 
well differentiated connective tissue. 

The tumors are therefore not primary, but de- 
velop secondarily to the agenesis of the Langhans 
and syncytial cells. The apparent superabundance 
of vascular elements in some portions of the neo- 
plasms is due to defective development of the stroma 
rather than to an increase in the number of capil- 
laries. The metaplasia of the stroma may be con- 
sidered the direct counterpart of the hyperplasia of 
the epithelial elements of the villus in hydatidiform 
mole. In the benign tumors, agenesis of the epi- 
thelial layer leads to loss of contact between the 
villus and the maternal blood stream whereas in 
hydatidiform mole the agenesis of the blood vessels 
leads to loss of contact between the fetus and the 
villus. In both conditions, disturbances in the cir- 
culatory function are the prime etiological factors. 

Haroip C. Mack, M.D. 


Péry: Severe Hyperemesis With Acidosis During 
Pregnancy (Syndrome brusque de vomissements 
d’allure incoercible, avec acétonémie, au cours de la 
grossesse). Bull. Soc. d’obst. et de gynéc. de Par., 
1930, xix, 650. 

The author is of the opinion that obstetricians 
have classified too strictly the manifestations of the 
so-called toxemias of pregnancy. Most classifica- 
tions show three main groups: hyperemesis gravid- 
arum, albuminuria, and eclampsia. Such groupings 
are altogether too narrow since they do not include 
excessive vomiting without albuminuria during late 
pregnancy, the various states of acidosis without 
diabetes, and certain nephritic conditions which 
respond to specific treatment and must therefore be 
attributed to syphilis, as shown by Riviére. 

In this report the author presents two cases of 
hyperemesis with acidosis, a type of hyperemesis 
which may occur early or late in the course of an 
otherwise normal pregnancy or following a definite 
toxic disturbance and does not fit into the usual 
scheme of classification. He attributes the vomiting 
in these cases to a sudden derangement in the hepato- 
pancreatic physiology. The symptoms and the asso- 
ciated acidosis responded rapidly to treatment with 
insulin. Péry does not attempt to explain the etiology 
of this condition, but assumes that since improve- 
ment followed the use of insulin the pancreas was in 
some way responsible. Haroip C. Mack, M.D. 
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Anselmino, K. J., and Hoffman, F.: The Concen- 
tration and Dissociation Constant of the Acids 
Causing the Acidosis of Pregnancy (Ueber Kon- 
zentration und Dissoziationskonstante der die 
Schwangerschafts acidose bedingenden Saueren). 
Arch. f. Gynaek., 1930, cxl, 373. 


Investigations of the metabolism in pregnancy 
carried out heretofore have not led to definite con- 
clusions. Hasselbach and Gammeltoft assumed 
originally that the blood reaction remains constant 
and compensation is made for the resulting acidosis. 
Later investigators, using widely different methods, 
found an acidosis in some cases and an alkalosis 
(especially Siedentopf and Eisler, recently) in others. 
It was believed that the alkalosis was caused by 
overcompensation of the acidotic metabolism. Most 
investigators ascribe the acidosis to oxybutyric acid, 
diacetic acid, and lactic acid. If this assumption 
were correct the increase in acid substances would 
be equivalent to the excreted bicarbonate, but it 
can be shown that these acid valences equal only 
from one-fifth to one-seventh of the actual acid 
concentration. 

The authors have attacked the problem by other 
methods. They have determined the effect of the 
acids in the serum on the electrometric titration 
curve. The titration curve depends upon the disso- 
ciation constant of the acid formed. The authors 
interpolate here a short clear review of the physico- 
chemical bases of the buffer effect in displacement 
of the reaction. The dissociation constant is of im- 
portance because it is a measure of the strength of 
the acids. The hydrogen-ion concentration is en- 
tirely dependent upon this value, the concentration 
of the free acid, and the concentration of the salt. 
The technique of the estimations is described in 
detail. The authors added increasing amounts of 
acids to constant amounts of the ultrafiltrate and 
each time determined the reaction electrometrically. 
The normal titration curve was determined in this 
manner in five non-pregnant women, a number of 
normally pregnant women, and a few women in the 
puerperium. In several cases a third curve measured 
in a control solution similar in its constituency to 
the ultrafiltrate of pregnancy was taken as the so- 
called control curve. From these curves it was seen 
that beginning with the seventh month of preg- 
nancy an increase in acidity of about 50 per cent 
develops. A distinct acidosis is also demonstrable 
on the first day of the puerperium. 

In conclusion the authors discuss the nature of 
these acids. It is evident from the curves that ace- 
tone bodies and lactic acid constitute only from 12 
to 15 per cent of the total increase in acidity and 
that 85 per cent of the increase must be produced by 
other valences. It is possible that oxyprotein acids 
and polypeptids play the most important réle with 
perhaps the low fatty acids aiding in a small degree. 
The concentration of this still-unknown acid mix- 
ture is about 1/110 normal, as estimated with a 
medium dissociation constant of p,=3.6. 

KESSLER (G). 
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Seitz, L.: The Symptomatology, Prophylaxis, and 
Treatment of Eclampsia and Its Forerunners 
(Zur Symptomatologie, Prophylaxe und Therapie 
der Eklampsie und ihrer Vorstufen). Arch. f. 
Gynaek., 1930, cxlii, 52. 


This article is based chiefly on the results of in- 
vestigations in the author’s own clinic. Seitz pro- 
poses to combat eclampsia particularly by treatment 
of its forerunners. One hundred and forty cases seen 
in the period from 1922 to 1929 were studied. 

Eclampsia does not come without warning. It 
begins with cedema (the hydrops of pregnancy due 
to a change in the permeability of the capillaries). 
This is a pathologicophysiological phenomenon of 
pregnancy, but it reaches a pathological degree 
when the slight swelling at the ankles rises to the 
legs. The albuminuria (nephrosis) leads to pre- 
eclampsia with an increase in the blood pressure 
(the blood pressure characteristically shows a slight 
increase in eclampsia). Another pre-eclamptic symp- 
tom is the diminution in excitability of the median 
nerve (cathode-closure contraction with 3.6 ma. as 
compared with 0.9 ma. at the end of pregnancy and 
1.8 ma. in the non-pregnant normal woman). Ac- 
cording to Seitz, this decrease in excitability is the 
most important sign of the transition into eclampsia. 
There are also the changes in the urine. The sub- 
jective symptoms appear as a triad: severe head- 
aches, eye symptoms, and gastric symptoms. 

After briefly mentioning the changes which preg- 
nancy produces in the maternal organism, which 
changes must be recognized in order to understand 
the pathological phenomena, the author discusses 
also in great detail the prophylaxis of eclampsia in 
its preliminary stages. He treats threatened eclamp- 
sia with cesarean section. In existing eclampsia 
also he performs cesarean section when there is no 
dilatation of the cervix, otherwise he uses version 
and forceps under proper conditions. 

The conclusions as to the retrogression of the 
symptoms in pre-eclampsia and eclampsia are very 
interesting. In general, it is assumed that pre- 
eclampsia is the lighter form of the disease and that 
the changes produced by it disappear more rapidly 
than those of eclampsia. This is not correct. The 
curves obtained by the author, which, however, 
were based upon a small number of observations, 
indicate that the reverse is true. H. Fuetu (G). 


Stroganoff, B.: The Results of the Treatment of 
Eclampsia by Telephone Consultation (Les 
résultats du traitement de l’éclampsie avec consul- 
tation par téléphone). Gynéc. et obst., 1930, xxii, 385. 

The literature reports 6,193 cases of eclampsia 
treated by the prophylactic method and its modifica- 
tions with a mortality of 10.25 per cent (635 deaths). 

These results demonstrate the great decrease in the 

mortality that would be possible if this method were 

generally adopted. 

The author reviews 351 cases of eclampsia treated 
exclusively by the perfected prophylactic method 
since March, 1925. The mortality was 7.1 per cent. 
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In most of the cases he directed the treatment by 
telephone consultation. He believes that the mor- 
tality can be reduced to 4 per cent. 

The cases in which the treatment failed are re- 
ported briefly, and the causes of failure are dis- 
cussed. In some of the fatal cases the death was due 
to causes other than eclampsia, and in some the 
author’s directions were not followed. 

The corrected infant mortality was 8.6 per cent. 

Pace. 


Bland, P. B., Goldstein, L., and Wenrich, D. H.: 
Vaginal Trichomoniasis in the Pregnant 
Woman: A Clinical and Morphological Study. 
J. Am. M. Ass., 1931, xcvi, 157. 


Following a review of the literature on trichomonis 
vaginalis in pregnant and non-pregnant women, « 
description of the methods of examination and cu! 
tivation of the organism used by themselves and 
others, and a discussion of the morphology of the 
organism, the authors report the findings of a study 
of the vaginal secretion of 500 pregnant women. In 
this investigation the parasites were found in 118 
(23.6 per cent) of the subjects. 

The authors conclude from their own study of the 
organism in fresh material and on fresh and stained 
smears that it is distinct from other species of 
trichomonas found in man. It rather closely re 
sembles the form found in the mouth. Some of its 
characteristics are in sharp contrast to those of the 
intestinal variety. The authors were unable to 
obtain long-lived cultures. The parasite failed to 
grown on media which proved favorable for the 
intestinal variety. The flagellate was found in 33.7 
per cent of the 257 negro patients as compared tu 
13.2 per cent of the 243 white patients. The authors 
suggest that this variation may be explained by 
differences in local hygienic conditions. 

In 12.6 per cent of the cases in which the 
smears were positive there was local irritation, and in 
many there was a profuse annoying discharge. The 
vaginal secretion varied from the normal milky 
white material consisting of mucus and epithelium 
to a highly acid mucopurulent creamy yellow and 
often foamy discharge containing numerous ba 
teria, vaginal epithelium, leucocytes, and hordes of 
trichomonads. The local morbid changes ranged 
from a more or less hyperemic punctate injection of 
the cervix and vaginal walls, especially about the 
fornices, to an extensive intertrigo of the vulva and 
vulvar regions. In severe cases the appearance of 
the vagina, except for the frothy discharge, sug- 
gested an acute gonorrhceal infection. In only 2 
cases, however, were the trichomonads associated 
with gonococcal invasion. 

The relationship of trichomonas vaginalis to puer- 
peral morbidity was studied in 152 cases. Regari- 
less of the mode of delivery, the morbidity rate was 
considerably increased in both white and negro 
women suffering with the infection, reaching 75 per 
cent in the former and 41 per cent in the latter. 

Goopricu C. SCHAUFFLER, M.D. 
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Contarini, F.: Subserous Uterine Myomata in 
Pregnancy (Miomi uterini sottosierosi in gravi- 
danza). Clin. ostet., 1930, Xxxii, 611. 

Contarini reports two cases of pregnancy com- 
plicated by subserous uterine myomata. The first 
was that of a woman thirty-eight years of age who 
entered the hospital in a serious condition with 
vomiting, a small rapid pulse, and intense pain in the 
abdomen. Examination disclosed a pregnancy in the 
fourth month and a subserous myoma with torsion 
of the pedicle. The myoma was enucleated. The 
pregnancy continued and ended in normal delivery. 

The second case was that of a woman thirty-five 
years of age who suffered from pain and vomiting in 
the fifth month of pregnancy and noticed that her 
abdomen was abnormally large for the stage of the 
pregnancy. One physician had made a diagnosis of 
pregnancy with multiple myomata, and another, a 
diagnosis of twin pregnancy. At the seventh month 
the patient had pain and metrorrhagia, but the os 
did not dilate beyond 4 cm. A diagnosis of multiple 
tumors complicating pregnancy was then made. 
Operation disclosed an enormous nodular tumor 
mass and a dead fetus seven months old. Uneventful 
recovery resulted. 

The author concludes that in cases of uterine 
myoma complicating pregnancy operation is indi- 
cated when: (1) there is no doubt of the diagnosis and 
it is evident that removal of the tumor will eliminate 
the complications and allow the pregnancy to con- 
tinue; (2) there are signs of necrobiosis and degen- 
eration of the tumor; (3) the myoma causes deviations 
of the uterus which will interfere with normal de- 
velopment of the pregnancy; (4) there is torsion of 
the pedicle of the tumor with signs of peritoneal re- 
action; and (5) the tumor exerts pressure on the ure- 
ter, intestine, or pelvic veins. 

AupREY Goss Morcan, M.D. 


LABOR AND ITS COMPLICATIONS 


La Haye, P.: The Influence of Artificial Rupture of 
the Membranes on the Progress of Labor 
(Influence de la rupture artificielle de la poche des 
eaux sur l’évolution de l’accouchement). Rev. frang. 
de gynéc. et d’obst., 1930, XXv, 657. 

This report is based on observations made at the 
Strasburg Clinic where artificial rupture of the 
amniotic sac has been carried out routinely over a 
period of almost three years in all cases in which the 
membranes remained intact after the onset of labor. 
The author concludes that the classical conception of 
the hydrostatic action of the bag of waters in pro- 
moting dilatation of the cervix is erroneous. Not 
only is the bag of waters dispensable so far as the 
progress of labor is concerned, but in many cases it 
serves as an obstacle, cervical dilatation being 
brought about entirely by the action of the longi- 
tudinal muscle fibers of the uterus. 

Following rupture of the membranes uterine con- 
tractions usually become more active and labor pro- 
gresses very rapidly. While in some instances labor 


may be prolonged as a result of the procedure, the 
author cites numerous instances in which dystocia 
was overcome by it. 

In cases of relatively contracted pelvis early 
rupture of the membranes aids prompt entrance of 
the floating head into the superior strait so that the 
uterine contractions bring about configuration of the 
fetal skull and its adaptation to the birth canal from 
the very onset of labor. In such cases as well as in 
those with normal pelvic measurements in which the 
head is floating, this procedure hastens the advance 
of the head. Moreover it eliminates danger of pre- 
sentation and prolapse of the umbilical cord as well 
as the spasmodic contraction of the lower uterine 
segment which is so frequently observed when the 
head remains high and does not enter the lower 
uterine segment when dilatation begins. 

In the technique described by the author the 
amniotic sac is perforated anteriorly with a perfo- 
rator which makes only a very small opening so that 
the fluid will drain away gradually. 

Postpartum infections, operative interference, and 
fetal complications have been no more frequent in 
cases in which the membranes were ruptured artifi- 
cially than in those in which the rupture occurred 
spontaneously. The author is convinced that this 
procedure is not only harmless but also advanta- 
geous. It may be carried out during any stage of 
labor. In the cases of primipare, it is best done as 
soon as the cervix has become completely effaced, 
and in the cases of multipare, just before the cervix 
admits one finger. Before it is undertaken the patient 
must be definitely in labor. Harotp C. Mack, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Le Lorier, Tzanck, and Dalsace: Immunotransfu- 
sions in Puerperal Infections (Les immuno- 
transfusions dans l’infection puerperale). Bull. Soc. 
d’obst. et de gynéc. de Par., 1930, Xix, 612. 

The authors report the results of the treatment of 
puerperal infections by transfusions of blood from 
donors artificially immunized to streptococcus infec- 
tions according to the method described by Tzanck 
and Jaubert. Eight of nine cases reported were 
treated by immunotransfusions and one case with 
non-immunized blood. This method of treatment 
was resorted to only after other methods of treat- 
ment had failed to improve the patient’s condition. 
Three patients with blood cultures positive for the 
streptococcus recovered quickly after small transfu- 
sions of immunized blood, whereas a fourth, the 
patient treated with non-immunized blood, failed to 
recover. Of the five patients with blood cultures 
negative for the streptococcus who were treated with 
the immunized blood, three (including one with 
erysipelas) improved rapidly, one whose blood 
culture contained an enterococcus failed to respond 
and left the hospital in a moribund state, and another 
developed a pulmonary complication from which she 
recovered slowly without showing any immediate 
improvement after the immunotransfusion. 
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The authors regard immunotransfusion as the 
least dangerous and the most efficacious method of 
treating puerperal infections. While they emphasize 
that the procedure is by no means a panacea since 
careful examination may reveal an associated local 
or organic condition requiring supplementary treat- 
ment by some other method (e. g., surgery), they 
believe that early transfusion from specifically im- 
munized donors offers great possibilities. 

In the discussion of this article, Levy-Sorat cited 
several cases which he treated successfully by the 
method described. Harop C. Mack, M.D. 


NEWBORN 


Bock, A.: Total Congenital Hydrops (Ueber den 
Hydrops universalis congenitus). Ztschr. f. Ge- 
burtsh. u. Gynack., 1930, xcvii, 257. 

The author reports two cases of total congenital 
hydrops. 

In the first case the mother was a para-vi aged 
twenty-eight years. One of her children was living. 
The others, which had been born a few weeks pre- 
maturely, had died between the second and fifth 
days from jaundice. The woman had a marked 
cedema of the ankles, but no albumin was found in 
the urine. During expulsion, forceps were applied as 
the fetal heart sounds were weak. The head was 
delivered through a facial presentation. Further 
delivery was difficult. The arms were freed, but the 
trunk could be delivered only after puncture of the 
abdomen, which released a large amount of intensely 
yellow clear fluid. The placenta was 3 cm. thick, 21 
by 22 cm. in diameter, and very oedematous. It 
weighed 1,300 gm. The puerperium was uneventful. 
The Wassermann and Sachs-Georgi reactions were 
negative. The fetus weighed 3,270 gm. (ascites had 
disappeared), and was 48 cm. long. It showed a 
marked general oedema. the eyes and mouth being 
recognizable only as thin clefts. The cranial bones 
showed ballottement, and the spleen, liver, and heart 





were found to be enlarged. There were no signs of 
syphilis. On histological examination numerous foci 
of blood formation were found in the liver, kidneys, 
and spleen. 

In the second case the mother was a primipara 
aged twenty-five years who had a premature de 
livery in the sixth month. The fetus was in sacra! 
presentation. The sacrum was delivered sponta 
neously, but termination of the labor required pun 
ture of the fetus for the evacuation of a collection of 
fluid. The fetus presented general hydrops and was 
36 cm. long. The placenta was cedematous and ex 
cessively large. Syphilis could be excluded in the 
parents as well as in the fetus. 

Examination of the blood cells in these cases was 
impossible, and a blood picture in thick drops was 
obtainable only in the first one. The latter showed 
numerous nucleated erythrocytes and juvenile forms 
of leucocytes. In both cases syphilis and circulator, 
obstruction could be excluded and the total con 
genital hydrops of the fetus and placenta describe: 
by Schridde was present. 

All cases of hydrops described in the literature 
may be divided into two main groups. In one, the 
causative factor is a circulatory disturbance. In the 
other, the child is born prematurely and has man\ 
sites of blood formation in the liver, spleen, and kid 
neys. The latter group was first differentiate: 
pathologically by Schridde and G. Fischer. The 
blood picture presents a marked anemia with eryth 
roblasts and myeloblasts. In the bone marro\ 
myeloblasts predominate. The cause of the hydrops 
is still undetermined, but the author assumes that 
it is the action of a toxin. Foci of blood formation 
and erythroblastosis may occur also in cases of the 
first group. They may be the results of the genera! 
oedema (R. Meyer). In almost all of the cases in 
Hinselmann’s table there was cedema or albuminuria 
in the mother. The author believes that the causes 
of toxicosis may be responsible also for congeniti! 
hydrops. A. KoEnter (G). 
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ADRENAL, KIDNEY, AND URETER 


Braasch, W. F.: Anomalous Renal Rotation and 
Associated Anomalies. J. Urol., 1931, xxv, 9. 


The various anomalies of the kidney and their 
clinical significance have been widely discussed in 
recent years and many data of great clinical sig- 
nificance have been reported. Although the various 
renal anomalies in regard to form, position, and 
number have been described frequently, anomaly of 
rotation has been referred to only briefly. Braasch 
has observed cases in which anomalous position and 
form of the renal pelvis was the most prominent or 
the only clinical evidence of abnormality. 

Abnormal rotation of the pelvis is variable in 
degree and may be described by the terms “‘failure,”’ 
“incomplete,” ‘‘reverse,” and ‘‘excessive.” It does 
not necessarily involve the entire kidney, but may 
be confined to one pole and may affect only a 
segment of the pelvis and adjacent calyces. It may 
occur as the result of congenital or acquired factors. 
When it is of congenital origin, it is referred to as 
‘anomalous rotation.” Abnormal rotation second- 
ary to acquired factors is best designated by the 
term “renal torsion.’’ Anomalous renal rotation may 
occur with or without any other evidence of con- 
genital anomaly. It is most frequently observed with 
some other form of renal anomaly such as fused or 
ectopic kidney. 

In fused kidneys, the pelves remain situated on 
the anterior part of the kidney as the result of the 
inability of the kidneys to rotate. There may be 
difficulty in distinguishing between fused kidney 
and simple anomaly of rotation, particularly if both 
pelves are involved. As a rule, these two conditions 
can be recognized in the urogram from the distance 
separating the two pelves, since in fused kidney this 
distance is usually abnormally short. Occasionally, 
however, renal fusion has been observed when the 
interpelvic separation was so great that fusion would 
seem impossible. 

Failure of the embryonic kidney to make its 
normal ascent results in congenital renal dystopia 
or ectopic kidney. The kidney is usually abnormal 
in form and structure and, as a result of failure of 
rotation, the pelvis is situated anteriorly and is 
bizarre in outline. The renal blood vessels are usually 
abnormal in number and arrangement and often 
influence the anomalous shape and position of the 
kidney and its pelvis. Failure of rotation has been 
attributed to the facts that the kidney is situated at 
a level below which rotation of the ascending colon 
ls supposed to take place and in some cases it may 
be restricted by adjacent and aberrant blood vessels. 

When renal anomaly is characterized only by 
anomalous rotation, the degree of rotation may vary 


and may be described by the terms “absent,” 
“incomplete,” “‘ excessive,” or “‘reversed.”’ Although 
the pelvis may be in a normal position, it is more 
frequently observed with either lateral or mesial 
displacement or with slight ptosis. It is usually 
situated on a level with the second lumbar vertebra. 
However, it may be slightly lower and is then 
distinguished from ectopic kidney by the fact that 
its blood vessels take origin at the usual level of the 
renal artery and vein. With failure of rotation the 
pelvis lies on the anterior surface of the kidney. 
With partial or incomplete rotation, the normal 
axis of most of the calyces and the normal relation 
of the pelvis and ureter are retained, although 
several of the calyces may remain anterior. 

Although evidence of anomalous rotation may be 
confined to one kidney, there is often some minor 
evidence of anomaly of rotation in either the contour 
of the pelvis or one or more calyces in the other 
kidney. Frequently only one of the duplicated 
pelves is involved, usually the lower. This condition 
must be distinguished from renal anomaly in which 
failure of renal rotation occurs secondarily. Evidence 
of renal rotation may be observed with clinical con- 
ditions in which it may be difficult to determine 
whether the rotation was primary or secondary. 

Abnormal rotation of the kidney due to other 
than congenital factors may best be referred to by 
the term ‘“‘renal torsion.”” This condition is acquired 
and may result from displacement from either extra- 
renal or intrarenal pathological conditions such as 
neoplasms, infections, and pyelectasis, renal ptosis, 
postoperative deformity, and injury. 

Occasionally in the course of pyelographic exami- 
nation a renal pelvis is observed which has a shape 
suggestive of congenital deformity and has been 
termed an embryonic pelvis. It is an elongated pel- 
vis from which a series of abbreviated calyces extend 
laterally, anteriorly, or mesially, at comparatively 
regular intervals. Like other forms of renal anomaly, 
it is associated with other congenital defects. 

In summarizing, Braasch states that anomalous 
rotation is apparently an important etiological factor 
in the pathological complications which frequently 
occur with renal anomaly. It is most commonly 
observed with renal fusion and congenital dystopia, 
but may occur also without any other evidence of 
renal anomaly. It may be the cause of urinary 
stasis and pyelectasis with resulting renal pain, and 
may be regarded as a distinct clinical lesion. 

Renal rotation secondary to acquired factors is 
distinguished by the term “‘renal torsion.” It can 
usually be recognized clinically from the absence of 
other evidence of embryonic deformity. 

A sacculated elongated pelvis with multiple abbre- 
viated calyces extending laterally and an elongated 
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cephalic calix are the characteristic features of the 
so-called embryonic or congenital pelvis. 
Nephralgia of obscure causation is frequently 
associated with anomalous rotation, but surgical 
exploration may disclose little evidence of gross 
pathological change other than anomaly. 


Mufioz, Abud, and Lira: Renal Ptosis and Appen- 
dicitis (Ptosis renal y apendicitis). Rev. méd. de 
Chile, 1930, lviii, 845. 

In 1928 the authors treated sixty-five cases of 
ptosis of the kidney. Thirty-five were treated sur- 
gically. In the thirty others, non-surgical treatment 
was given either because of serious insufficiency of 
the kidney or because the patient refused operation. 
Of the thirty-five patients operated on, eighteen 
were suffering also from chronic appendicitis. In 
five cases, pyelography showed varying degrees of 
bilateral hydronephrosis. In most of the cases func- 
tion was about the same in both kidneys. In cases 
with advanced hydronephrosis, true floating kidney, 
the renal parenchyma was affected and function was 
considerably impaired. In fifty of the sixty-five 
cases, roentgen examination showed marked en- 
teroptosis. As the digestive symptoms in some of 
the cases were relieved by simple fixation of the kid- 
ney, it is evident that they were reflex. 

The presence of chronic appendicitis may be 
masked by reflex pain, but often there is pain at 
Pasteau’s point, medial to the anterosuperior spine 
of the ilium. This point is lateral to, and below, 
McBurney’s point. The authors think it of great 
importance in the diagnosis of cases of chronic ap- 
pendicitis associated with ptosis of the kidney. Fre- 
quently in such cases an operation is performed for 
the appendicitis and the mobile kidney is neglected, 
the symptoms therefore not being relieved. This 
occurred in three of the authors’ cases. However, it 
is an even greater mistake to operate for ptosis of 
the kidney and overlook chronic appendititis. The 
authors have therefore adopted the practice of per- 
forming appendectomy in all cases of operation for 
ptosis of the right kidney. 

Their operation for ptosis of the kidney is fixation 
and denervation of the pedicle. For fixation they 
use a band of calf’s aponeurosis which has been kept 
in go per cent alcohol for about forty days. 

AupDREY Goss Morcan, M.D. 


Lozzi, V., and Vitale, A.: The Pyelovenous Reflux 
(Sul reflusso pielo-venoso). Policlin., Rome, 1930, 
xxxvil, sez. chir. 588. 

Pyelovenous reflux is the passage of urine, dyes, 
or contrast media from the kidney pelves into the 
renal veins. Hynman and Lee-Brown concluded 
that there is a reflux from the renal pelvis into the 
renal veins at a lower pressure than that necessary 
for renal secretion. Bird and Moise concluded that 
the reflux occurs into the tubules. 

The authors studied the problem in rabbits and 
dogs—a group of normal animals and a group in 
which hydronephrosis had been produced. The pro- 
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tocols of the experiments are given. They show, in 
agreement with the findings of Hynman and Lee 
Brown, that a reflux of dyes or opaque media into 
the renal veins occurs at a pressure lower than that 
necessary for urinary secretion. At higher pressures 
there was slight filling of the collecting tubules, but 
neither this nor the injection of the lymphatics was 
great enough to be of any importance. The resist 
ance was increased when the pelves were filled with 
air. The animals did not show any signs of disturb 
ance until the pressure reached about 200 mm. Hg. 
In a case in which infection occurred and resulted in 
uropyonephrosis a higher pressure was necessary tv 
bring about pyelovenous reflux. In no instance was 
there any laceration, extravasation, or infiltration oj 
the parenchyma. 

The reflux probably takes place by direct passagi 
of the fluid from the fornices of the lesser calyces 
into the rich venous plexuses at the bases of th 
pyramids through slight lesions which cannot bx 
demonstrated objectively. It takes place mon 
readily and at a lower pressure in hydronephrotic 
kidneys than in normal kidneys. In closed hydro 
nephrosis it constantly renews the fluid in the sac, 
but in uropyonephrosis it occurs with greater difii 
culty. The authors conclude that the accidents 
sometimes seen in pyelography are due to the pas 
sage of the opaque medium into the circulation in 
this way. Auprey Goss Morgan, M.D. 


Pieraccini, P., and Lucarelli, G.: An Experimental! 
Study of Hydronephrosis (Contributo sperimen 
tale alla conoscenza della idronefrosi). Arch. ital. d: 
urol., 1930, Vii, 135. 

In experiments to determine the difference in the 
anatomicopathological changes in open and closed 
hydronephrosis, the authors examined pieces from 
the walls of each sac taken from the two poles of the 
kidney and the middle of the convex margin, studied 
the effect of the extrarenal circulation on the develop 
ment of the hydronephrotic process and the changes 
in form of the hydronephrotic kidney, determined 
the capacity for secretion and absorption of the 
hydronephrotic kidney by intravenous pyelography 
with uroselectan, and studied the condition of the 
reticulo-endothelial tissue. The protocols of the 
experiments are supplemented with microphoto- 
graphs. Closed hydronephrosis was produced by 
sectioning and ligating the ureter and open hydro 
nephrosis by introducing a small perforated glass 
spindle into the ureter or compressing it with forceps 

It was found that in open hydronephrosis the chie! 
histological change is a sclerotic glomerulonephritis 
while in closed hydronephrosis the appearance for a 
brief period of slight signs of degeneration of the 
epithelium of the tubules is followed by neoformation 
of the stroma and atrophy of the parenchymatous 
elements. At the points where the large extrarena! 
vessels enter the organ the parenchyma is well 
preserved and functioning a long time after th: 
beginning of the hydronephrosis. During the de 
velopment of the hydronephrosis the shape of the 
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kidney changes slightly in the dog and markedly in 
the rabbit. In both, but more particularly in the 
latter, the distention of the organ is more marked in 
the anteroposterior direction. 

The capacity for resorption of the hydronephrotic 
fluid, measured by the intravenous injection of 
uroselectan and roentgenography, was very marked 
in the dog and very slight in the rabbit. The differ- 
ence is due to the difference in the extrarenal circula- 
tion in the two animals. In the dog, the capsule has 
a rich network of vessels, whereas in the rabbit it has 
a poor one. 

In the second period of hydronephrosis the glom- 
eruli assume an oval form. One end of a line drawn 
through these ovals from pole to pole would run 
toward the hilus of the kidney and the other end 
toward the convex margin. The great resistance of 
the glomeruli as compared with the rapid atrophy of 
the tubule cells is perhaps due to their position as 
well as to their anatomical structure. The glomeruli 
which survive longest are the most peripheral ones 
which are least subjected to the pressure of the 
hydronephrotic fluid and are nearest the zone of 
anastomosis between the intrarenal and extrarenal 
circulation. The reticulo-endothelial system atro- 
phies with the epithelium of the tubules and is finally 
replaced by collagenous connective tissue. 

AUDREY Goss MoreGan, M.D. 


Salleras, J.: Painful Slight Hydronephrosis. Its 
Treatment by Enervation of the Renal Pedicle 
and Nephropexy (Las pequefas  uronefrosis 
dolorosas. Su tratamiente por la enervacion del 
pediculo renal y nefropexia). Rev. de especialidades, 
Asoc. med. argent., 1930, V, I113. 

The author calls attention to the relatively large 
number of patients who seek medical advice for 
renal pain that cannot be ascribed to the ordinary 
pathological processes affecting the kidney. The 
pain resembles that of nephritic colic due to lithiasis, 
but the latter condition can usually be ruled out 
by roentgenography. Tuberculosis and pyelone- 
phritis are excluded by a clear urine, and renal tu- 
mor and the so-called hematuric nephritis by the 
absence of hematuria. As a rule the cause of the 
pain, hydronephrosis, can be discovered by pyelos- 
copy and pyelography. 

The hydronephrosis is caused by polar vessels 
which compress the renal pelvis or disturb its 
motility, and the pain, by congenital malformation 
of the ureter at the ureteropelvic junction. The 
malformation of the ureter produces no symptoms 
so long as the kidney remains in its normal position, 
but when relaxation of the perirenal tissues occurs— 
as is usual after the twenty-fifth year of age—they 
cause a characteristic renal colic which always be- 
gins when the subject is in the erect position or 
following a strain. 

The author reports four cases treated surgically. 
In all, the nerve filaments around the renal area 
were resected in an area 3 cm. long and nephropexy 
was performed according to the classical technique. 


Whenever abnormal polar vessels were found com- 
pressing the renal pelvis or the ureter they were 
sectioned if their lumina were not too large. 

On roentgen examination after the patient’s 
recovery it was found that the defects previously 
noted had disappeared or were modified. A cure re- 
sulted in every case. P. R. Casettas, M.D. 


Rodriguez Molina, L. F., and Hernandez Ibafiez, 
J.H.: The Present Status of the Study of Uro- 
genital Tuberculosis (Estado actual en el estudio 
de la tuberculosis uro-genital). Aw. de cirug., 1930, 
ii, 399. 

Although, according to Cathelin, about ro per cent 
of the pathological processes in the urinary tract can 
be ascribed to renal tuberculosis, the authors be- 
lieve that tuberculosis of the kidney is only the third 
most common disease of the urogenital tract. They 
are of the opinion that the most common condition 
is gonorrhoeal infection, and the second most com- 
mon condition is lithiasis. 

Tuberculosis of the kidney generally begins with 
symptoms of cystitis, hematuria, pyuria, polla- 
kiuria, polyuria, or albuminuria. Pain develops late 
and is usually due to secondary infection with reten- 
tion. Tumefaction is present only when there is 
obstruction at the ureter causing hydronephrosis. 

In discussing the laboratory tests the authors 
emphasize that an acid urine containing pus, even 
though free from bacteria, should be regarded as evi- 
dence of renal tuberculosis. The technique of the 
procedure in searching for the tubercle bacillus is 
described in detail. A search must be made for foci 
of tuberculosis elsewhere than in the urinary tract. 
The methods used to determine the site of infection, 
viz., ureteral catheterization, pyelography, cys- 
tography, vesiculography, and urography are dis- 
cussed. The authors believe that, even when the 
tubercle bacillus cannot be demonstrated, the leuco- 
cytic deformation observed by Colombine, Legueu, 
and Fisch is a certain sign of renal tuberculosis if it 
is accompanied by bleeding from the kidney and few, 
if any, bacteria. 

The treatment of renal tuberculosis is medical 
only in cases of bilateral infection in which the func- 
tional efficiency of the kidney is so impaired as to 
make surgical intervention inadvisable. The opera- 
tion of choice is early nephrectomy or nephro- 
ureterectomy. Before surgery is undertaken it is 
essential to ascertain the condition of the other kid- 
ney. When the disease involves the genital tract, 
resection of the vas deferens, epididymis, testicle, 
and seminal vesicle is indicated. 

Several cases are reported with roentgenograms. 

P. R. CASELLAS, M.D. 


Pieraccini, P.: The Physiopathology of the Ureter 
Subjected to Forcipressure (Sulla fisiopatologia 
dell’uretere sottoposto a forcipressura). Arch. ital. 
di chir., 1930, xxvii, 585. 


To determine the effect of forcipressure on the 
dynamics of the ureter the author operated on rab- 
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bits and dogs, in some cases by the transperitoneal 
and in others by the retroperitoneal route, and 
applied Kocher’s forceps. Later, he performed an 
exploratory laparotomy and made roentgen exam- 
inations in series after the intravenous administra- 
tion of uroselectan. 

He found that at the point of application of the 
forceps the forcipressure caused an annular scar 
which did not occlude the lumen but caused stenosis. 
Examination by retrograde pyelography showed that 
after seventy days in the cases of dogs and thirty-five 
days in the cases of rabbits, there was a constriction 
of the lumen at the point of application of the forceps 
and that above and below this constriction the ureter 
was enlarged as compared with the ureter on the 
other side. The part of the ureter below the forci- 
pressure dilated first and then the part above it. In 
the former of these portions the musculature atro- 
phied, particularly the longitudinal layer. In the 
latter portion it first hypertrophied and later 
atrophied. 

Studies of ureteral function at laparotomy showed 
that the hydronephrosis which followed the forci- 
pressure was dynamic and not mechanical. During 
the application of the forceps the peristaltic waves 
descending from the pelvis became more frequent, 
but stopped at the level of the forceps. The part of 
the ureter below the forceps remained motionless and 
atonic. When the forceps were removed a circular 
groove remained in the ureter, but this generally 
redistended after a few contractions of the upper 
part. Recanalization of the ureter occurred very 
quickly when the forcipressure had not lasted more 
than twelve minutes. Peristalsis then continued 
from the upper part into the lower part, but the 
latter behaved like an elastic rather than a contractile 
organ. Normal peristalsis was rarely seen in the 
lower part and sometimes it did not coincide with the 
peristalsis coming from the pelvis. Later the differ- 
ence between the activity of the upper part and that 
of the lower became even more marked. Normal 
peristalsis of the upper part was followed by an 
annular swelling of the lower part which descended 
slowly toward the bladder. In the lower part, and 
particularly in the part immediately below the forci- 
pressure, there was marked atony causing stagnation 
of urine which could be seen by means of pyelography 
with the intravenous administration of uroselectan. 
Even seventy days after the forcipressure, the caudal 
stump continued to react to mechanical stimuli with 
normal peristaltic contractions. 

Aubrey Goss MorGan, M.D. 


Hepburn, T. N.: Denervation and Displacement of 
the Ureter for Kidney Colic. New England J. 
Med., 1931, CCiv, I. 

There is a definite group of cases of renal colic in 
which no pathological changes can be demonstrated 
and a diagnosis of neurosis of the kidney or ureteral 
stricture may be made. The patients are usually 
highly sensitive women who react exaggeratedly to 
any pain irritant. The attacks are precipitated by 
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emotional stress and require large doses of morphine 
for their relief. The patients are apt to lose weight 
and their tissues tend to become flabby. The se 

ondary picture is one of loss of muscle tone, neph 
roptosis, kinked and redundant ureters, and possibly 
a superimposed true pyelitis. In advanced stages 
nephropexy offers no relief. 

For such cases the author proposes the operation 
of denervation and displacement of the ureter, his 
theory being that the renal colic is due to a violent 
spasm of the ureter secondary to an emotional dis 
turbance which is similar to spasm in other tubular 
structures. Severing the ureter from its connectio: 
with sympathetic nerve fibers may prevent the 
spasms. Displacement of the ureter from its norma! 
bed prevents or delays regeneration of the sym 
pathetic nerves and takes up the slack in the redun 
dant ureter, thereby giving better drainage. 

With the patient in the usual dorsolumbar posi 
tion, the incision is made from the costal margin tv 
the pubic bone following the lateral margin of th: 
rectus muscle. In this way the ureter is expose! 
retroperitoneally its full length. It is then lifted 
from its bed and displaced laterally until all of th: 
slack is taken up, and in its new position it is sutured 
to the nearest muscle structures with three or fou: 
fine sutures lightly penetrating its outer coat. The 
wound is then closed. 

This operation is simple and not dangerous and 
has little reaction. In a case in which it was done in 
1926 there has been no recurrence of the symptoms 
and the function of the kidney is normal. 

Louts NEuWELT, M.D. 


BLADDER, URETHRA, AND PENIS 


Ahumada, Correa, and Vargas: Syphilis of the 
Bladder (Sifilis vesical). Rev. med. de Chile, 1930 
Iviii, 908. 

For a long time syphilis of the bladder was thought 
to be extremely rare because it has no special! 
symptoms and can be diagnosed only by cystoscopi: 
examination. Even now it is not seen very fre 
quently, but the possibility of its presence shoul! 
always be considered in the examination of patients 
with bladder symptoms of unknown cause. Thi 
history should be carefully studied for syphilis ani 
serological examinations should be made. 

In tertiary syphilis there is a leukoplastic, a gum 
matous, an ulcerogummatous, and a pearled form o! 
bladder syphilis. All of these have been describe: 
before. The author describes a new form which hx 
calls the ‘“‘squamous form.” In this condition cystos 
copy shows small confluent elevations of the mucous 
membrane with intervening depressions which giv 
the impression of fish scales. When large zones ar 
affected the bladder has the appearance of mosai: 
with a mother-of-pearl color. Illustrative cases 0' 
the different forms are reported. 

In cases of stubborn dysuria, syphilis shoul! 
always be thought of even if there is no history 01 
clinical symptoms of it. As the lesions are tertiar) 
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the best treatment is the use of mercury and the 
iodides. In the authors’ cases the use of mercury 
and iodides is generally preceded by preliminary 
cleansing treatment with neosalvarsan. 

AuprREY Goss Morcan, M.D. 


Salleras, J.: The Results of Electrocoagulation 
After Suprapubic Cystotomy in Malignant 
Tumors of the Bladder (Resultados de la electro- 
coagulacion a cielo abierto en los tumores malignos 
de vejiga). Rev. de especialidades, Asoc. med. argent., 
1939, V, 1334- 

The author reports, with photomicrographs, eight 
cases of malignant tumors of the bladder which 
were treated by electrocoagulation after suprapubic 
cystotomy. They show that cases of degenerated 
pedicled tumors can be cured by this method when 
the degeneration is limited to the pedicle or is 
superficial at the site of its implantation. A cure 
can be obtained also by the endoscopic method, 
but when this procedure is used a greater number of 
treatments and more time may be required. Sal- 
leras cites a case which he treated by endoscopic 
electrocoagulation. The bladder tumor was cured, 
but the patient died several years later of cancer of 
the stomach. 

When there is deep infiltration the general condi- 
tion may be greatly improved by electrocoagulation 
of the tumor, but cure is impossible because the 
glands are invaded and as a rule metastases are 
present. The author emphasizes the necessity of 
paying greater attention to urinary symptoms, 
particularly hematuria without apparent cause and 
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spontaneous cystitis, as these may lead to the diag- 
nosis of malignant tumor of the bladder in the early 
stages, when cure is still possible. 

In the discussion of this report, ASTRALDI said 
that he had treated fifty-three cancers of the urinary 
tract, but the results were not successful as all of the 
lesions were in an advanced stage. He noted a high 
incidence of bone metastases, particularly in the 
lumbrosacral spinal column. He believes that in 
cancer of the bladder, prostate, and kidney, surgery 
is contra-indicated. 

SCHIPPAPIETRA cited a case of spindle-celled sar- 
coma of the bladder which was cured by two applica- 
tions of cystoscopic electrocoagulation. 

CasTANO said that in his opinion electrocoagula- 
tion increases the malignancy of cancer of the blad- 
der. He regards it as always contra-indicated in 
cases of sessile tumor. Even in cases of pedicled 
tumors in which complete removal of the neoplasm 
was possible he has known it to be followed by 
metastases in the bones. 

AuDREY Goss Morcan, M.D. 


Silbar, S. J.: Paraurethritis. J. Urol., 1931, xxv, 85. 


Silbar discusses the anatomy and embryology of 
paraurethral ducts, callsattention to their importance 
in chronic and recurrent gonorrhoea, and describes 
the technique of their roentgen diagncsis with the 
injection of a radio-opaque substance. He advocates 
treatment by drainage followed by obliteration of 
the ducts by caustics or cauterization. 

GILBERT J. Tuomas, M.D. 











CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Coley, W. B.: Multiple Myeloma. Az. Surg., 1931, 
xcili, 77. 

The purpose of this article is not so much to report 
additional cases of a comparatively rare disease, but 
to throw some light upon the problem of treatment 
although multiple myeloma is generally considered 
to be always fatal. The condition is usually very 
sensitive to the toxins of erysipelas and bacillus 
prodigiosus and to irradiation. The inhibitory ac- 
tion of these agents is sufficient to cause great 
amelioration of the symptoms in most cases and 
disappearance of the tumors with apparently a 
lasting cure in a few. 

Multiple myeloma is a very rare disease, but in 
recent years there has been an increase in the num- 
ber of cases reported due in part to the steadily 
growing interest in the study of bone tumors. 

The predisposing cause of multiple myeloma is 
not known. The first symptom is localized pain 
which is usually intermittent and is aggravated by 
movement. The tumor originates in the cancellous 
portion of the bone or in the marrow. It develops 
most frequently in the ribs, spine, humerus, femur, 
knee, and pelvis. Of the cases seen in the Johns 
Hopkins Hospital, Baltimore, fracture occurred in 
62 per cent. When fracture occurs in the spine, 
paraplegia may develop. Bence-Jones bodies have 
been observed in about 8 per cent of cases. 

The roentgenogram reveals ‘“‘punched-out”’ areas. 
The roentgen appearance of a single lesion closely 
resembles that of an endothelial myeloma. 

Coley has had sixteen cases. Twelve of the pa- 
tients were males. The ages ranged from sixteen to 
sixty-eight years. Microscopic examinations were 
made in eleven cases. A history of trauma was given 
in seven. 

The cause of the condition is unknown. In 80 per 
cent of the cases on record the disease occurred 
between the ages of forty and seventy years. Its 
multiple character suggests that it is a constitutional 
disease carried in the circulation. Coley believes it 
is an extrinsic or infectious process. This view is 
supported by the occasional marked rise in the 
temperature. 

The condition most likely to simulate multiple 
myeloma clinically is endothelial myeloma, but in 
multiple myeloma the destructive process is less 
widespread and is much more vascular, often show- 
ing a distinct pulsation. Moreover, endothelial 
myeloma occurs frequently in childhood whereas 
multiple myeloma is rare before the fortieth year. 

While the roentgenogram of the solitary type of 
multiple myeloma of a long bone may resemble 
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closely that of a giant-cell tumor, the giant-cell 
tumor is usually found near the epiphysis of the 
bone whereas multiple myeloma occurs in the shaft. 
Moreover, in multiple myeloma the course of the 
disease is more rapid, pathological fracture oc 
curs more quickly, and the pain is much more 
severe. 

Another condition that may be mistaken for 
multiple myeloma is metastatic carcinoma, but 
Bence-Jones protein is rarely found in metastatic 
carcinoma and multiple myeloma usually involves 
the flat bones whereas metastatic carcinoma occurs 
more frequently in the long bones. In metastatic 
carcinoma of the prostate there is a certain amount 
of bone production, but in multiple myeloma the 
process is always one of destruction. 

Symmers has reported two cases of multiple 
myeloma in which metastases were formed in the 
liver and spleen. 

In discussing the results of treatment, Cole, 
divides the cases he reviews into three groups. The 
first group included three cases treated by mixed 
toxins of erysipelas and bacillus prodigiosus; the 
second, eight cases treated by toxins and irradia 
tion; and the third group, four cases treated by 
irradiation alone. In a number of the cases the 
disease was held in check for a very considerable 
period of time by toxins or irradiation or a combina 
tion of both. In four cases—two treated by toxins 
alone, one by toxins and irradiation, and one by 
irradiation alone—the disease has apparently been 
eradicated and the patient has remained well for a 
sufficient length of time to justify the hope of a 
permanent cure. 

In conclusion the author says that no case of 
multiple myeloma should be given up as hopeless 
without a prolonged trial of both toxins and irradia 
tion. Ropert V. Funston, M.D. 


Ask-Upmark, E.: A Study on the Parathyroid 
Enlargement in Osteitis Fibrosa Generalisata. 
Acta med. Scand., 1930, \xxiv, 284. 


The author reports a case of Engel-Reckling 
hausen osteitis fibrosa generalisata which was 
observed in the medical clinic of Lund and reviews 
the recent literature on the condition. 

Enlargement of the parathyroid glands is usuall\ 
associated with osteitis fibrosa generalisata, but in 
an occasional case may be absent. In other diseases 
it is much less constant. The author reviews thi 
various theories as to its relationship to the osteitis 
Our present knowledge indicates that it is primar 
to the bone disease. At any rate, the parathyroids 
are of great importance in the metabolism of calcium 
and in osteitis fibrosa generalisata the calcium 
metabolism is disturbed. 
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Engel-Recklinghausen osteitis fibrosa generalisata 
must be differentiated especially from the osteitis 
deformans of Paget. 

In every disease involving the bones, palpation 
of the neck should be done and the blood-calcium 
level determined. 

In osteitis fibrosa generalisata, parathvroidectomy 
is often followed by obvious improvement. There is 
a certain danger of postoperative tetany, but as a 
rule this can be easily controlled. The author be- 
lieves that parathyroidectomy should be done in 
every case in which the parathyroids are found to 
be enlarged. 

In conclusion the author discusses the calcium 
metabolism in osteitis fibrosa generalisata, the heal- 
ing of fractures, certain affections of the kidneys, and 
Basedow’s disease. 


Steindler, A.: The Tabetic Arthropathies. J. Am. 
M. Ass., 1931, xcvi, 250. 


This article is based on sixty-four cases of tabetic 
arthropathy with involvement of ninety-nine joints. 
The etiology, pathogenesis, pathology, roentgen find- 
ings, and symptoms are discussed. 

Forty-two of the cases were treated conservatively 
and 12 surgically. Ten received no treatment. Of 
the cases treated conservatively, the condition was 
benefited in twenty-four and was not benefited or 
became worse in twelve. In six, the period of ob- 
servation is still too short to warrant an opinion as 
to the outcome. Of the twelve cases treated by 
operation, in which fifteen joints were involved, im- 
provement in function resulted in nine joints and no 
improvement in five. In the case of one joint the end- 
result is not yet known. 

Roentgen examination often shows the first evi- 
dence of on-coming tabes. When such evidence is 
noted, immediate and adequate protection of the 
joint is indicated for although the changes in the 
nervous system predispose to the arthropathies, 
mechanical and traumatic factors influence the 
course of the joint changes. 

ELVEN J. BERKHEISER, M.D. 


Davenport, H. K., and Ranson, S. W.: Contracture 
Resulting from Tenotomy. Arch. Surg., 1930, 
xxi, Pt. 1, 996. 

Myostatic contractures are caused by fixation of 
the muscle at a given length for a considerable 
period of time, such as the contractures restricting 
the movements of joints after immobilization for 
weeks in a plaster cast, the permanent shortening of 
muscles after division of their tendons, and, in their 
early stages at least, the paralytic contractures due 
to unequal paralysis of antagonistic muscle groups 
in anterior poliomyelitis and multiple neuritis. 

Early contractures can be overcome by active and 
passive movements, but if left untreated result in 
damage which is irreparable. Froehlich and Meyer 
have shown that this fixation of an immobilized 
muscle is dependent on nerve impulses from the 
central nervous system. The fact that section of the 
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dorsal roots supplying the muscle is sufficient to 
prevent contracture indicates that the integrity of 
the local reflex arc is essential for its development. 

Brissaud’s observation that an anemia of the 
affected extremity produced by an Esmarch band- 
age has a relaxing effect on the shortened muscles 
suggests that the shortening is maintained, not by 
structural alterations in the muscle, but by a 
chemicophysical equilibrium which is disturbed by 
the anemia. 

This article describes the microscopic changes 
that take place in the gastrocnemius muscles of 
white rats, guinea-pigs, and cats in which the 
tendon of Achilles had been sectioned and compares 
these changes with those associated with tetanus 
contracture. The size and shape of the shortened 
muscle was the same in both conditions, but in the 
muscles in which the contraction followed tenotomy 
the increased vascularity characteristic of tetanus 
muscle in gross aspect was absent. The amount of 
shortening in the two types of contracture was 
similar. In the animals subjected to tenotomy the 
gastrocnemius was completely freed from tension 
by section of the Achilles tendon, whereas in those 
with tetanus contracture it was freed only from the 
tension of antagonistic muscles by section of the 
patellar tendon. After tenotomy there was a 20 per 
cent loss of weight in the muscle. In tetanus, no 
loss of weight was shown, but it is known that 
atrophy may occur even from fifty-six to one 
hundred and ten days after recovery from tetanus 
contracture. 

Nuclear aggregations which replaced the contrac- 
tile substance in portions of the sarcolemma tube 
were found in tetanus, but not after tenotomy. 

Connective tissue was not demonstrably increased 
in either contracture though nuclei of the wandering 
cell type were more numerous in both. 

In both types of contracture there was a slight 
increase in the number of muscle nuclei in scattered 
fibers, but in neither was it marked. 

Rupotpu S. Reicu, M.D. 


Meyerding, H. W.: Spondylolisthesis. 
Joint Surg., 1931, Xiii, 39. 


J. Bone & 


Subluxation of the lumbar spine, ‘‘spondylolis- 
thesis,” is of special interest to the orthopedic 
surgeon as a congenital or traumatic factor in the 
etiology of pain and deformity in the lower part of 
the back. Of the 125 cases reported previous to 
1900, all but 6 were reported by obstetricians. The 
use of the roentgen ray and careful manual examina- 
tion of the spinal column has shown that the condi- 
tion occurs as frequently in men as in women and 
has explained a number of previously baffling com- 
plaints in the lumbosacral region. Pain in the lower 
part of the back which is relieved by rest, aggravated 
by work, and associated with industrial injury 
suggests the possibility of railroad spine or traumatic 
neurosis, yet these disorders are commonly com- 
plained of by persons with spondylolisthesis whose 
appearance is often normal and who seem to be 
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enjoying undeserved disability benefits. Our present 
knowledge of the deformity makes it possible for 
the physician to recognize it, determine the factors 
responsible for it, and relieve the symptoms to a 
large extent, yet in Meyerding’s experience fewer 
than 5 per cent of the cases had been diagnosed 
previously. 

Trauma is an important cause of spondylolis- 
thesis, and obesity, pregnancy, and occupational 
strain may produce it gradually. Sudden severe 
injury may instantly cause subluxation with immedi- 
ate disability and pain. However, congenital defects, 
variations of the fifth lumbar vertebra and lumbo- 
sacral joint, are commonly noted during examina- 
tion. Such defects do not always cause symptoms, 
but when trauma tests the stability and strength of 
the defective structures, weakness is manifested by 
strain, subluxation, and deformity. With the modern 
technique of making roentgenograms, defects of this 
type are more easily recognized and spondylolisthesis 
is more readily distinguished from tuberculosis and 
other lesions. 

Of the series of 121 cases observed at the Mayo 
Clinic in the period from 1918 to June, 1930, 85 
(62 per cent) were those of males. These cases 
therefore did not bear out the observation of others 
that the condition is more common in females. The 
average age of the patients seen at the Mayo Clinic 
was approximately thirty-seven years. Forty-seven 
(about 38 per cent) of the patients ascribed the 
deformity to trauma. In most of the 74 cases in 
which no history of trauma was given the onset of 
the trouble had been gradual] and the duration long, 
from one to forty-six years. Fifty patients com- 
plained of backache; 35, of pain in the back and 
legs; 21, of occasional numbness in the legs; 15, of 
pain in the back and hips; 9, of pain in the legs; 9, 
of vague, indefinite symptoms; 4, of occasional weak- 
ness in the legs; and 3, of pain in the hips. Although 
backache was the most common symptom, an equal 
number of patients complained of pain referred to 
the hips and legs. 

Rest usually gave relief, but work, especially hard 
labor, aggravated the pain. The pain was usually of 
a dull, aching character. Weakness and stiffness of 
the spinal column were commonly acknowledged 
when inquiry was made regarding them. Only a few 
patients had noticed deformity, although shortening 
of the torso and a decrease in height had occurred 
in many Cases. 

The clinical data which led to the diagnosis of 
spondylolisthesis were lordosis with a shortened 
torso, limitation of spinal motion, and depression at 
the fifth lumbar vertebra with prominence of the 
upper posterior border of the sacrum. 

The diagnosis is made largely by inspection and 
palpation on the basis of a depression in the region 
of the fifth lumbar vertebra with prominence of the 
sacrum, more or less spasm of the muscles, and 
limitation of forward bending, verified by roentgeno- 
grams. If there is marked forward displacement, the 
condition is readily recognized clinically. Roentgen- 
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ograms are of the greatest aid in determining the 
diagnosis, especially in the lesser displacements and 
in distinguishing tuberculosis, fracture, congenital] 
anomalies, and sacro-iliac disease. 

Congenital anomalies are not uncommon. In 
about 20 per cent of the series of cases reviewed spina 
bifida occulta was shown in the roentgenogram. One 
should not depend on the anteroposterior roentgeno 
gram alone; the lateral view is of much greater value 
and should be taken so as to include the lumbar 
spine and the sacrum. Stereoscopic roentgenograms 
aid materially in the study of congenital defects. 

Relief of the symptoms is obtained quickly hb 
complete rest flat on the back on a rather firm bed. 
Traction and countertraction may also be beneficia| 
Attempts to reduce the displacement have been o/ 
no avail, but in acute, traumatic cases they should 
be made under anesthesia and followed by the 
application of a high double spica cast. Most 
patients obtain relief from pain and have a feeling 
of security and comfort when wearing a well-fitted 
body cast. Many patients, especially those of the 
obese type, prefer a corset with re-inforced stec! 
stays fitted well down back of the sacrum. For those 
who must work and whose physical condition per 
mits, surgery offers the most rapid and permanent 
relief. 

Plaster cases, braces, and corsets are definitel\ 
beneficial when they are properly applied and worn. 
Because of the long duration of the deformity 
manipulation has not been tried. No attempts have 
been made to reduce the displacement by open 
operation. The fusion operation is advisable unless 
the general condition contra-indicates a surgical! 
procedure. 


SURGERY OF THE BONES, JOINTS, 
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Hibbs, R. A., Risser, J. C., and Ferguson, A. B.: 
Scoliosis Treated by the Fusion Operation. 
An End-Result Study of 360 Cases. J. Bow < 
Joint Surg., 1931, Xiii, gt. 

The authors review 360 cases of scoliosis treated 
by fusion in the period from June, 1924, to June 
1927. Four hundred and twenty-seven operations 
were performed. In 37 cases of fusion of a dorsal! 
curve, fusion was done also for an anomaly in the 
lumbosacral region. In 19 cases the original fusion 
was extended; in 7 cases, a pseudarthrosis was 1 
paired; and in 4 cases the fusion was done in 2 se 
tions. The longer the area fused at 1 operation tl 
greater the postoperative reaction. The mortalit: 
was 1.6 per cent (7 deaths). 

About 63 per cent of the patients were female: 
In 44 per cent of the cases the cause of the scoliosis 
was infantile paralysis, and in 4 per cent it was 
congenital anomaly. In the others it could not |x 
determined. The onset of scoliosis is confined almos' 
wholly to the pre-adolescent years. In 56 per cen! 
of the cases reviewed it occurred between the age: 
of five and fifteen years. 
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In some of the cases treated in the period from 
19023 to 1927, a plaster shell was used the first two 
weeks after the operation and then replaced by a 
fixed jacket for from five to twelve months to insure 
support while the fusion area was maturing. 

The authors state that the operation should be 
done early in the progress of the deformity as it is 
easier to prevent scoliosis than to correct it. 

In the follow-up of the cases reviewed a large 
percentage of the patients were examined with the 
roentgen ray. 

On an average, the degree and percentage of 
correction in similar areas of the spine vary directly 
with the age of the patient and the duration and 
severity of the curvature. Not including the patients 
who maintained the correction obtained by opera- 
tion, there were 50 per cent whose curvature showed 
no increase of the original curve after fusion, 1.5 
per cent who maintained more than 15 degrees of 
correction, 21 per cent who maintained from 5 to 
15 degrees of correction, and 47 per cent who 
showed no increase in the curvature. 

The most constant sign of pseudarthrosis is loss 
of correction shown by either clinical or roentgeno- 
graphic examination. It is most frequently noticed 
immediately after the removal of the jacket, usually 
at the crest of the curve, and continues to increase 
slowly for the next few months. 

The selection of the area for fusion is important. 
Fusion of only the secondary curve allows an in- 
crease of the primary curve. The determination of 
the area for fusion is most difficult in early paralytic 
high dorsal curves when the longer secondary 
dorsolumbar curve attracts most attention. Fusion 
of the lumbosacral area in an attempt to maintain 
correction or prevent progress of a lumbar or dorso- 
lumbar curve has proved of little value. 

Of 18 cases in which spinal fusion was done be- 
cause of pain in the back, it resulted in complete 
relief in 15 and partial relief in 3. 

Present treatment includes maximum correction 
before operation by means of a turnbuckle jacket 
with an anteroposterior hinge, which provides a 
combination of head and pelvic traction with a 
complete lateral bend. To avoid any loss of the pre- 
operative correction at the time of operation, the 
operation is now done through a window in the 
jacket. In short segments, the fusion is accomplished 
in 2 operations, and in very long segments in 3 
operations. The patient remains in the corrective 
jacket for three months. After the removal of this 
jacket he wears a supportive jacket without traction 
for from three to nine months. 

Rosert C. LonerGAN, M.D. 


Contargyris, A.: The Correction of Drop-Foot by 
Posterior Arthrodesis. J. Bone & Joint Surg., 
1931, xiii, 54. 

This article is a report of the end-results in twenty 
cases of drop-foot operated upon by the Nové- 
Josserand method—eight in which the operation was 
performed by the author and twelve in which it was 
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done by Nové-Josserand. The Nové-Josserand 
method is a modification of the Campbell operation. 
It differs from the latter in that the scaphoid is not 
removed and the bone used for making the block 
posterior to the ankle joint is obtained from the os 
calcis by turning a bone flap backward from that 
bone at the posterior margin of its astragalar articu- 
lar surface. 

In eighteen of the cases reviewed the result was 
excellent and in two it was good. Even in three 
cases in which the bone block was fractured there 
was still a sufficient bone mass to form an eflicient 
block. It is thought that this method of pedicle bone 
flap insures better results than other methods in 
which free bone transplants are used. Varus or 
valgus deformities are also corrected at the same 
operation by arthrodesis on the subastragaloid and 
mediotarsal joints performed as in other methods. 

WILitAM ArTHUR CLARK, M.D. 


FRACTURES AND DISLOCATIONS 


Speed, K.: Plaster-Embedded Skeletal Traction; 
Its Use in the Treatment of Fractures. Sur¢., 
Gynec. & Obst., 1930, li, 854. 

In certain types of fractures of the lower ex- 
tremity in which the Steinmann pin is employed for 
skeletal traction, Speed embeds the Steinmann pin 
in a plaster-of-Paris cast. In cases of fracture of both 
bones of the lower extremity in which it is difficult to 
maintain the fragments in proper alignment and 
position after correction of the shortening with the 
aid of the fracture table and the insertion of a pin 
through the malleoli or the calcaneus, a plaster-of- 
Paris cast may be applied from the upper thigh down 
to, and including, the toes and incorporating the pin. 
After release of the limb from the traction on the 
table, the relationship of the fragments remains as 
it was and the reduction is held without danger of 
plaster pressure on the soft parts, the pressure or pull 
being transmitted to the distal part of the leg 
through the pin by its skeletal grip. 

Speed recommends the use of the plaster-em- 
bedded skeletal traction also for fractures of the leg 
treated by open operation and for lipping fracture 
of the tibia with or without dislocation of the ankle. 

Rupotpu S. Retcu, M.D. 


Speed, K.: The Blood-Serum Calcium in Relation 
to the Healing of Fractures. J. Bone & Joint Surg., 
1931, xili, 58. 

Experimental fractures were produced in dogs in 
which the calcium and phosphorus contents of the 
blood serum were changed by diet or gland dis- 
turbances. In the first experiment the calcium was 
reduced to about 9.3 mgm., the phosphorus to about 
3 mgm., and the product (serum calcium per too 
c.cm. x serum phosphorus per 100 c.cm.) to about 28 
per 100c.cm. The animals in this experiment showed 
no clinical or roentgen evidence of delayed union. 

In the second experiment fractures were produced 
in dogs with a high calcium and low phosphorus 
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content in the blood as the result of the feeding of 
calcium lactate. The animals showed no delay or 
acceleration of healing of the fractures. 

In the third experiment, in which parathyroidec- 
tomy was done, there was a decided delay in bone 
healing after the operation. 

In patients with fractures, studies of the blood 
chemistry showed that immediately after the frac- 
ture the phosphorus content of the blood is low, 
but the calcium content is normal. Within twenty- 
four hours the phosphorus rises, but in from three to 
five weeks it comes down slowly whereas the calcium 
remains about stationary. Diet has little or no 
effect on the calcium or phosphorus content of the 
peripheral blood. 

The author concludes from his findings that 
estimations of the blood calcium and phosphorus are 
of no value in the prognosis of the results in fractures. 

WILLIAM ARTHUR CLARK, M.D. 


Janz, G.: The Healing and Late Results of Frac- 
tures of the Elbow in Children (Heilung und 
Spaetfolgen kindlicher Ellenbogenbrueche). Chirurg, 
1930, ii, 838. 

This is a report of follow-up examinations in 
forty-two cases of fracture of the elbow in children 
which included twenty-one supracondylar fractures, 
nine fractures of the lateral condyle, seven of the 
medial epicondyle, three of the neck of the radius, 
and two of the olecranon. 

In the cases of supracondylar fracture the best 
results were obtained from reposition under fluoro- 
scopic control with the elbow flexed at an acute 
angle and fixation by a dorsal plaster splint. In old 
fractures, wire extension applied to the olecranon 
was successful in spite of the formation of callus. 
As almost complete functional restoration is to be 
expected from conservative treatment, operation 
should seldom be undertaken. The adaptation 
capacity of the bone in childhood is very great, but 
it is important to begin active and cautious passive 
movements as early as possible. Massage should be 
avoided in the first few weeks because of the danger 
of myositis ossificans. The dreaded decubitus varus 
may be prevented by placing the forearm in semi- 
pronation. 

In isolated fracture of the lateral condyle the epi- 
physeal nucleus of the capitulum humeri is usually 
involved, the radius extrudes the loose fragment, 
and cubitus valgus results. Therefore operative 
reposition with suture or extirpation of the fragment 
is advisable. 

In fracture of the medial condyle no disturbance 
of the function of the joint is to be expected. There- 
fore operation is not necessary. 

Fracture of the head of the radius is rare. If the 
head is removed, synostosis between the radius and 
the ulna is likely to occur; hence cautious operative 
reposition or conservative treatment is to be 
recommended. 

Lesions of the nerves were not found in any of the 
cases reviewed. 
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In conclusion the author says that the prospects 
of healing are favorable in fractures of the elbow in 
children because the growing bone possesses great 
anatomical and functional adaptability. Hotm (Z). 


Peabody, C. W.: Disruption of the Pelvis with 
Luxation of the Innominate Bone. Arch. Surg, 
1930, xxi, Pt. 1, 971. 

This article is a report of eight cases of complete 
disruption of the pelvis with separation and dis 
placement of one side from the other. In five cases 
there was separation with anterior displacement oi 
the pubic symphysis and separation and displace 
ment of one or both sacro-iliac synchondroses, an: 
in the three others there were vertical fractures 
close to the pubic symphysis with rupture of the 
sacro-iliac joint and upward displacement of the 
whole innominate bone. To date, sixty-five cases 0! 
disruption of the pelvis have been reported in th: 
literature. 

The findings on which the diagnosis is based are 
complete helplessness, severe shock, great pain 
referred to the pelvis on movement, tenderness on 
palpation of the synchondroses, and gross hyper 
mobility of the pelvis to manipulation. Roentgeno 
grams are necessary only to confirm the diagnosis. 

Visceral complications are rare, but fractures, 
such as fracture of the transverse process of th: 
fifth lumbar vertebra, are not uncommon. Disloca 
tion of the innominate bone has generally been 
attributed to a crushing injury, but in a considerabk 
number of cases has been caused by a fall. 

Ankylosis of the sacro-iliac synchondroses develops 
with or without complete reduction of the displace 
ment. Although recovery frequently occurs without 
reduction, reduction seems necessary for complete 
freedom from disability and the prevention of 
scoliosis. 

The treatment used by Peabody is as follows: 

As soon as the general condition warrants the use 
of an anesthetic, the patient is placed on a fluoro 
scopic table with the foot on the displaced side tied 
to the head of the table. After the induction o/ 
anesthesia, the table is tilted nearly to the vertical! 
position, the weight of the body being thereb) 
suspended from the fastened leg. The pelvis is then 
very carefully manipulated between the hands unti! 
replacement can be seen with the fluoroscope ani 
can be felt. A previously prepared web belt is then 
placed around the pelvis and buckled tight, the 
table is returned to the horizontal position, the 
traction is released, and the position again checked 
with the fluoroscope. When rotary displacement is 
present, the limb on the anterior side is held down 
while the opposite limb, extended at the knee, 's 
strongly flexed at the hip to lever this side of the 
pelvis forward. The patient is then replaced on the 
Bradford frame and the foot re-attached to the end 
of the frame with the head inclined downward. ‘!0 
guard against reluxation in bed, traction of 20 Ib. 's 
maintained on the leg of the affected side. .\n 
overhead pelvic sling is applied for comfort. 
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Six of eight patients treated by Peabody recovered 
without any residual disability and with correction 
of all upward displacement of one side of the pelvis. 
In two, the relations of the symphysis were not 
entirely normal and anatomical reposition at the 
points of fracture was not obtained. One patient 
died before treatment was begun. 

Sciatic pain was not a marked symptom except in 
cases with a fracture of the lateral process of the 
fiith lumbar vertebra. Rupotpu S. Reicu, M.D. 


Cutler, C. W., Jr.: Fractures at the Condyles of the 
Femur. Ann. Surg., 1931, xciii, 551. 


The author reports thirty-eight fractures at the 
condyles of the femur. Eighteen were fractures 
above the condyles; seven, fractures between the 
condyles; three, fractures of the internal condyle; 
five, fractures of the external condyle; and five, 
separations of the condylar epiphysis. 

We are reminded of the seriousness of such in- 
juries, not only as regards their menace to the future 
usefulness of the limb, but also to the patient’s life. 
Proper reduction and maintenance of the fragments 
in position after reduction are difficult. No one 
method of treatment is applicable to all cases. 
Because of the gravity of infection in injuries of this 
type, every effort should be made to obtain reduction 
without operation. H. EARLE ConweE Lt, M.D. 


Kennedy, R. H.: Fracture of the Shaft of Both 
Bones of the Leg. Ann. Surg., 1931, xciii, 563. 


The author reviews 107 cases of fracture of both 
bones of the leg not involving the joint. In 13 cases 
the fracture was of the spiral type; in 9, it occurred 
in the upper third of the leg; in 35, in the middle 
third; and in 50, in the lower third. About two- 
thirds of the patients were between the ages of 
sixteen and fifty years. Sixty-two fractures were 
apparently caused by direct violence and 45 by 
indirect violence. Thirty-nine of the patients were 
injured in automobile accidents. Eighty of the frac- 
tures were simple and 27 were compound. Sixty were 
comminuted. 

The treatment consisted of the use of a plaster-of- 
Paris splint in 70 cases; traction by a Steinmann 
pin through the os calcis in 30 cases; traction by ice 
tongs in 4 cases; traction by adhesive plaster in 2 
cases; and open operation with the application of a 
Lane plate in 1 case. The position of the fragments 
was unsatisfactory in 11 cases treated with plaster 
and in 2 cases treated with ice tongs. 

The average time the Steinmann pin or ice tongs 
were left in place was forty-eight days. All pin and 
tong wounds healed promptly, but in 2 cases late 
abscesses developed. In 4o cases, callus was first 
noted in the roentgenograms after forty days. The 
average period before solid union was obtained was 
eighty-four days in cases of spiral fracture, ninety- 
five days in cases of fracture of the upper third of 
the Jeg, ninety-two days in cases of fracture of the 
middle third of the leg, and fifty-seven days in cases 
of fracture of the lower third of the leg. Of the 27 
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cases of compound fracture, gas-bacillus infection 
occurred in 5. 

Three patients died. Amputation became neces- 
sary in 3 cases. Non-union is known to have resulted 
in 2 cases and probably resulted in 1 case. Solid 
union is known to have resulted in 82 cases. In 16 
cases the patient was transferred to another institu- 
tion too early for the end-result to be known, but 
the position of the fragments was such as to warrant 
the expectancy of solid union. 

The time the patients receiving complete treat- 
ment remained in the hospital averaged sixty-six 
days. 

The author emphasizes the importance of thor- 
ough treatment in fractures. No single method is 
applicable to all types. The traction suspension 
method is no easier and requires no less training 
than the open reduction, but is less dangerous when 
undertaken by a surgeon who sees a major fracture 
only occasionally. 

Theoretically, traction on the lower end of the 
tibia is preferable to traction through the ankle 
joint. However, the author has given up the applica- 
tion of ice tongs in the malleoli in favor of the 
introduction of a Steinmann pin through the os 
calcis. He has not seen any loss of function or in- 
stability of the ankle joint which could be attributed 
to the prolonged pull through the ligaments of the 
ankle. H. EarteE Conwe tt, M.D. 


Lérenzetti, C.: The Closed Method of Treatment of 
Fractures of the Ankle Joint. Arch. Surg., 1931, 
Xxii, 121. 

Although Lambotte, Lane, and others advocate 
open reduction for fractures involving the ankle 
joint when there is much displacement, the author 
believes that most of these fractures can be reduced 
with a good result by the closed method. 

In the method used in the surgical clinic at the 
University of Milan, from which this article comes, 
the lower extremity is covered with a layer of 
absorbent cotton and a wooden splint (from go to 
100 cm. long, 6 cm. wide, and 1 cm. thick) covered 
with absorbent cotton is placed on the inner side of 
the extremity. The splint extends from the distal 
two-thirds of the thigh distalward to ro cm. beyond 
the plantar surface of the foot. A large pad of cotton 
is then placed between the inner surface of the lower 
two-thirds of the leg and the splint. The thickness 
of the pad is proportionate to the degree of the 
varus position desired. The upper part of the splint 
is fixed by means of bandages which, below, include 
the cotton pad. Considerable space is left between 
the foot and the splint. This is secured by the 
cotton pad. After manual correction of the gross 
displacement, the foot is forced, by means of band- 
ages, tighter and tighter against and over the inferior 
third of the splint so that it is in a marked varus 
position. In this way the lateral displacement is 
corrected. 

It may not be possible, and it is usually not de- 
sirable, to obtain complete reduction at once. The 
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foot can be pulled further into an over-corrected 
varus position the next day by rebandaging. Thus, 
gradually, the fragments may be brought back into 
normal position. When reduction is complete and 
the permanent dressing is applied the foot should 
be at a right angle (or as nearly at a right angle as 
possible) with the leg viewed laterally. 

Posterior dislocation of the foot must be reduced 
before the foot is placed in the extreme varus posi- 
tion except when there is a wide separation of the 
tibia and fibula, in which case the astragalus will 
pass more easily into position under the tibia if the 
varus is exaggerated temporarily. 

In the treatment described by the author the 
temporary wooden splint is left on for from eight to 
twenty days, depending upon the amount of swelling 
and the time required for reduction. A plaster cast 
is then applied with the use of very little padding. 

Recurrent displacements after good reduction, the 
most frequent of which is redisplacement of the 
posterior marginal fragment of the tibia, are 
attributed by Lérenzetti to application of the cast 
before the oedema has subsided or the use of exces- 
sive padding under the cast. 

In the treatment described the knee is usually left 
free and early motion is encouraged. After from 
thirty to sixty days, depending upon the severity of 
the fracture, the cast is removed and physical therapy 
is started. Roentgenograms are taken just after the 
application of the cast to determine the position, 
and just after the removal of the cast to determine 
the amount of callus. 

In none of 435 consecutive fractures of this type 
coming under the author’s observation was open 
reduction required. Wittiam ArtHuR CLARK, M.D. 
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Boehler, L.: The Diagnosis, Pathology, and Treat- 
ment of Fractures of the Os Calcis. J. Bone & 
Joint Surg., 1931, xiii, 75. 

The diagnosis of fractures of the os calcis is aided 
by observation of the tuber-joint angle. In a latera! 
roentgenogram a line along the proximal contour oj 
the tuberosity normally makes an angle of from 30 
to 35 degrees with a second line uniting the highest 
point of the anterior process with the highest point 
of the posterior articular surface. In fractures 0! 
the os calcis this tuber-joint angle is diminished or 
even reversed. The treatment of such fractures must 
include restoration of this angle as well as correction 
of the broadening and shortening of the bone. 

Boehler waits for from six to ten days for the 
swelling to subside before he attempts reduction. 
Under spinal anesthesia a compression bandage i: 
used to diminish the swelling further. Impaction is 
broken up by molding the foot over a wedge and 
manipulating it laterally. Traction nails are driven 
through the proximal posterior corner of the tuber 
osity of the os calcis and through the tibia four 
fingerbreadths above the ankle joint. Traction and 
countertraction are applied by means ‘of freel\ 
turning stirrups and a screw-extension device. Axia! 
kinking, shortening, and part of the broadening are 
reduced by traction in the long axis and then 
posteriorly in the long axis of the calcaneus. Thi 
remainder of the broadening is reduced by temporary) 
lateral compression with a special kind of vise 
When the roentgenograms show good over-correc 
tion of the tuber-joint angle, unpadded plaster in 
corporating the nails is applied with the forefoot 
in pronation and plantar flexion. 

WaLtTeER P. Biount, M.D. 
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Saito, M., Kamikawa, K., and Yanigizawa, H.: 
A New Method of Roentgenography of Arteries 
and Veins in the Living (Nouvelle méthode de 
radiographie des artéres et des veines sur le vivant). 
Presse méd., Par., 1930, xxxviii, 1725. 

It has been found that the Moniz technique of 
sodium-bromide injection for arteriography is some- 
times followed by homolateral epilepsy or respiratory 
paralysis. Trials with sodium bromide and other 
solutions mentioned in the literature having been 
unsatisfactory, the authors were led to a study of 
lipiodol emulsions. 

The lipiodol emulsions tried are given the name 
‘“ombre.” Satisfactory results were obtained with 
Ombre P, which is composed of lipiodol, sodium acid 
protalbinate, lecithin, and glucose. To 25 gm. of 
lipiodol and 0.75 gm. of sodium acid protalbinate 
mixed in a mortar, 10 gm. of lecithin and a sufilicient 
amount of 5 per cent glucose to make too c.cm. of 
emulsion are added. The protalbinate keeps the oil 
droplets at a diameter of 10 micra, which is less than 
that of the droplets in other emulsions. Ombre P 
has a specific gravity near that of blood and a vis- 
cosity equal to that of blood. It is yellowish white. 
It causes no hemolysis and no coagulation. Quan- 
tities as large as 5 c.cm. per kilogram of body 
weight were injected into a cerebral artery of a dog 
without causing an irritative reaction, thrombosis, 
or embolism. 

lor satisfactory X-ray study a large quantity of 
ombre must be injected through a large needle. The 
technique for cerebral roentgenography in the case 
of an arteriosclerotic patient includes the induction 
of local anesthesia, the application of a clamp on the 
common and external carotid arteries (on the latter 
a little above the superior thyroid artery), and X-ray 
exposure during an injection of Ombre P into the 
superior thyroid artery. The thyroid artery may 
become thrombosed, but not the carotid. 

In the study of the vessels of the extremities, not 
the main vessel, but a branch is injected; for exam- 
ple, in the arm, the ulnar collateral artery, and in 
the leg, the external pudendal, anastomotica magna, 
or the middle or lateral superior geniculate artery. 
In the leg, the general circulation is stopped before 
the injection by clamping the femoral artery just 
above the site of entry of the branch to be injected. 
Veins are injected subcutaneously after the applica- 
tion of a rubber constrictor above and below the 
field to be exposed. The dosage depends somewhat 
upon the size of the vessels. From 7 to 10 c.cm. are 
used for the cerebrum and from 1o to 20 c.cm. for 
the arm or leg. The needle employed is from 0.75 to 
1cm. in diameter. The second injection for a stereo- 
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gram is made through a slightly smaller needle, but 
it is possible to make a stereogram with a single in- 
jection. 

More than roo patients of both sexes between the 
ages of two and sixty-three years were watched for 
secondary effects. An abnormal sensation may be 
felt along the injected vessels, but there is no pain. 
A pre-existing gangrene is not aggravated. 

Curtis NEtson, M.D. 


Warwick, W. T.: Valvular Defect in Relation to 
Varicosis. Lancet, 1930, ccxix, 1278. 

In support of the theory that varicose veins may 
be caused by congenital valvular defects, Warwick 
cites a group of experiments which he carried out on 
subjects under the age of varicosis and on young 
adults without obvious varicosis. 

Drainage of the veins of the lower limb occurs 
mainly from the deep veins and the internal saphe- 
nous. Valves are so situated as to prevent back- 
pressure into the superficial system. In contrast to 
the venous drainage of the leg, that of the arm 
occurs superficially through a single trunk. The per- 
forating veins connect the deep with the superlicial 
veins and the different superficial veins. Part of the 
saphenous system empties through the perforating 
veins as well as through the main termination. 

The flow from the deep to the superficial veins 
takes place in comparatively few cases. In the 
majority of the subjects studied who were considered 
normal, valves were so arranged as to insure ab- 
solute efficiency of the venous return from the lower 
limb. Of twenty-eight young subjects, twenty-five 
showed competence of the valves. In the remaining 
three, incompetence of the valves in definite situ- 
ations gave rise to definite types of varicosities. 

On the basis of the location of the valvular incom- 
petence, the author distinguishes the following types 
of varicosities: (1) the congenitally varicose internal 
saphenous type, in which there is leakage from the 
deep system to the internal saphenous vein alone; 
(2) the congenitally varicose external saphenous or 
calf-muscle type, in which the leakage occurs only 
in the muscular branches of the calf; and (3) the 
normal type, in which there is no leakage. 

According to Fabricus, valves are normally 
situated in the superficial system just below the 
entrance of a tributary. Kosinski has shown that 
the superficial vein is valved below its junction with 
the important perforating veins. In the deep system 
the femoral valve near Poupart’s ligament is im- 
portant. The valve below the entrance of the deep 
femoral vein is said to be the most constant. The 
author has found that, normally, competent terminal 
valves guard the entrance of all of the superficial 
veins into the deep system. The external saphenous 
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valve is said to withstand more pressure than the 
internal saphenous. With regard to valvular de- 
ficiency in the deep system, the author says that 
absence of the femoral valve was found in only one 
of six cases and in that instance was unilateral. Ab- 
sence of the femoral valve is a disability only when 
the terminal saphenous valve is incompetent. The 
author believes that 70 per cent of all young sub- 
jects are of the congenitally non-varicose type. 
From the results of his experiments Warwick con- 
cludes that the hereditary tendency toward varicosis 
is due to valvular defects in the perforating system 
and occasionally in the posterior tibial vein. There 
is no evidence of weakness of the walls or dilatation 
of the superficial veins. The effect upon the super- 
ficial venous system of congenital valvular incom- 
petence is usually not apparent until adolescence, 
when occupation plays a large part in weakening the 
valves. Exciting factors in the causation of vari- 
cosities are a lack of muscle tone, standing for long 
periods, tight garters, pregnancy which tends to 
produce weakening of the vein wall, factors causing 
venous obstruction such as tumor, any cause of 
abdominal straining, and heart lesions with venous 
back-pressure. CLARENCE V. BaTeMAN, M.D. 


Stricker, P., and Orban, F.: Experimental Investi- 
gations of Arterial Thrombosis, Arteritis, Gan- 
grene, and the Comparative Value of Arterial 
Ligation and Arteriectomy (Recherches expéri- 
mentales sur la thrombose artérielle, les artérites, 
la gangréne, and sur la valeur comparée des ligatures 
artérielles et des artériectomies). J. de chir., 1930, 
XXXVi, 697. 

In recent years Leriche has attempted to demon- 
strate the important réle which is played by the in- 
nervation of the arterial wall in the causation of 
sequele of obliteration of the arteries such as cya- 
nosis, coldness, muscular paralysis, trophic ulcera- 
tions, and arterial gangrene. He believes that in all 
of these phenomena the disturbance of the parietal 
innervation, in producing vasoconstricting reflexes, 
is as important as, if not more important than, the 
ischemic phenomena. His theory has been proved 
correct by the often extraordinary results of exten- 
sive arteriectomy on thrombotic arteries. Arteri- 
ectomy produces a paradoxical peripheral dilatation. 

The treatment of the sequelz of arterial oblitera- 
tion by arteriectomy has not been generally adopted 
as it is still not generally realized that an obliterated 
artery is no longer a channel for blood, but a group 
of sympathetic nerves in a state of chronic irritation. 
There still exists the fear of aggravating the ischemia 
by resecting a portion of an artery through which no 
blood passes and from which vasoconstricting re- 
flexes go out to the periphery. 

In this article the authors report experiments which 
they carried out on dogs at the instigation of Leriche 
and under his direction. In the first series they at- 
tempted to determine whether it is possible to cause 
arteritis and gangrene of arterial origin by injecting 
vasoconstricting or thrombosing substances into the 
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lumina of arteries or by applying ligatures in such a 
way as to exclude most of the principal vessels of 
an extremity. 

In a second series they compared the effect of liga. 
tion and arterial resection. In the resection they ex 
cluded the greater portion of the principal vessels of 
a member to determine its effect. The results showed 
that, in the dog, arteriectomy is much better sup 
ported than arterial exclusion by ligatures. As was 
found by Leriche, arterial resection caused total sup- 
pression of the periarterial sympathetic which is 
better than the partial suppression produced b\ 
periarterial sympathectomy. 

In a third group of experiments the authors at 
tempted to determine whether the vasodilating 
effects of sympathectomy which were produced b\ 
arterial resection may be increased by section of the 
lumbar chain of sympathetics. 

It was found impossible to induce in animals « 
gangrene comparable to that occurring in man. B\ 
chemical substances such as adrenalin, quinine 
urethane, and sodium salicylate, it was very difficult 
to obtain extensive obliteration of the large arteries 
alone. 

Successive occlusion of the principal arteries of a 
limb with suppression of all collaterals by means oi 
ligatures caused no trophic disturbances. Animals 
under observation for several months after this pro 
cedure seemed to remain entirely normal. 

Complete successive resection of the principa! 
arteries of a limb up to the termination of the aorta 
was well tolerated if it was done in stages. In fact, 
it was better tolerated at first than exclusion pro 
duced by double ligatures on homologous vascular 
segments. Occlusion of the principal arteries was 
not sufficient to cause gangrene; a very abundant 
collateral circulation always developed. 

When the aorta was compressed at its bifurcation 
so that the iliacs, hypogastrics, and sacrals wer: 
occluded, the dogs did not have time to develop a 
collateral circulation sufficient to compensate for the 
enormous diminution of blood in the limbs. The 
vasodilating effect of suppression of the periarteria! 
sympathetic did not prevent massive gangrene, but 
if this procedure was supplemented by bilateral sec 
tion of the lumbar chain of sympathetics the vaso 
dilation was sufficient to supply the tissues during 
the critical stage. The dogs which were not sul 
jected to ramisection succumbed. 

Jacos E. Kiern, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 
L’Esperance, E. S.: Studies in Hodgkin’s Disease. 


Ann. Surg., 1931, xciii, 162. 

It has long been held that tuberculosis is an etio 
logical factor in Hodgkin’s disease. However, 
guinea pig inoculation from lesions of the disease 
failed to produce evidence of tuberculosis. In the 
common experimental animal the human and bovine 
types of tuberculosis develop readily, but lesions o! 
the avian variety of tuberculosis are long delayed. 
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The author conceived the idea that Hodgkin’s 
disease might represent a peculiar type of tuber- 
culosis in which the avian strain of tubercle bacillus 
is the chief etiological factor. Accordingly, she 
carried out experiments in which emulsified material 
from a Hodgkin’s node was given intravenously to 
chickens. All of the chickens developed either 
typical or atypical tuberculosis, and in many of the 
tissue smears acid-fast organisms were demonstrated. 
When guinea pigs were inoculated with tissue from 
one of the affected chickens, material obtained from 
the guinea pigs yielded a growth of bacteria with the 
staining and cultural characteristics of the avian 
tubercle bacillus. In subsequent tests in which 
emulsified material from Hodgkin’s lesions was 
inoculated into chickens and guinea pigs the con- 
stancy with which tuberculosis developed in these 
animals strongly supported the theory of the etio- 
logical importance of the avian tubercle bacillus in 
certain clinical forms of Hodgkin’s disease. 

VERNE G. BurDEN, M.D. 


Warthin, A. S.: The Genetic Neoplastic Relation- 
ships of Hodgkin’s Disease, Aieukzemic and 
Leukzemic Lymphobiastoma, and Mycosis 
Fungoides. Ann. Surg., 1931, xciii, 153. 

The author believes that Hodgkin’s disease is a 
neoplasm related genetically to the lymphoblasto- 
mata, of which both the aleukemic and the leukaemic 
forms are identical pathologically, and that mycosis 
fungoides is a neoplasm belonging to the same gen- 
eric group. There are transition forms between all 
of the types. These conditions differ chiefly in the 
degree of differentiation of the cell types and the 
point of origin. They arise from perivascular retic- 
ulo-endothelium or from the maternal lymphoblasts 
of the lymphoid tissues of the body. The former 


take on the type of Hodgkin’s disease and the latter 
the character of lymphoblastoma. 

The more undifferentiated forms such as Hodg- 
kin’s disease occur in young persons, whereas the 
typical aleukemic and leukemic neoplasms are 
All run a similar 


more frequent in older persons. 
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clinical course characterized by fever, remissions 
and recurrences of the tumors, progressive tumor 
cachexia, anemia, emaciation, and prostration. No 
case has been cured. Surgical removal is followed by 
recurrence of the condition in the regenerated glands. 
The disease has a steady malignant progress to a 
fatal termination. The only treatment, judicious 
and systematic roentgen irradiation, is merely 
palliative. VERNE G. BurDEN, M.D. 


Auché, J.: The Neoformation of Lymphatic Glands 
(De la néoformation des ganglions lymphatiques). 
Rev. de chir., 1930, xlix, 350. 

In one and the same group of lymphatic glands 
may be found typical glands, rudimentary glands, 
and glands that have undergone involution. The 
rudimentary glands may acquire, and the glands that 
have undergone involution may recover the appear- 
ance of typical adult glands and return to their 
former state again when the cause of their transitory 
evolution disappears. This fact is not generally 
recognized by persons doing experimental work. 
Meyer, in 1906, and Vecchi, in 1910, removed not 
only the typical glands but also the cellular adipose 
tissue of the region which contained rudimentary 
glands and glands that had undergone involution. 

The author states that in experiments on guinea 
pigs he definitely demonstrated the neoformation of 
lymph glands after the anatomical removal of glands 
formed with the development of the animal. He 
concludes that the removal was the cause of the 
glandular neoformation. The adipose and loose con- 
nective tissue were not only the site, but also the 
substratum of the neoformation, behaving thus like 
the mesenchymal cells from which the glands are 
formed in the embryo. The newly formed glands 
fulfill the functions of glands in general. 

In man also new glands are formed from the 
adipose and loose connective tissue following the 
anatomical or functional suppression of the old 
glands. 

The article is supplemented by a bibliography of 
about fifty references. PACE. 











OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


De Martel, T., Guillaume, J., and Lassery, M.: The 
Use of Bird’s Muscle as a Hemostatic Agent 
(L’emploi du muscle d’oiseau comme agent hémo- 
statique). Presse méd., Par., 1930, xxxvii, 1718. 

The problem of hemostasis is very important in 
neurosurgery. Hemorrhage is dangerous and both- 
ersome and the cause of postoperative compli- 
cations. Hemorrhage into certain regions such as 
the medulla or the third ventricle is especially dan- 
gerous. When it occurs into the subarachnoid spaces 
it may cause a thermal reaction from absorption or 
the blood corpuscles may obstruct the flow of cere- 
brospinal fluid by blocking the aqueduct of Sylvius 
or the foramina of Luschka and Magendie. 

After a study of all of the methods employed today 
for hemostasis, the authors advocate the use of 
bird’s muscle. Ordinary mechanical methods such 
as ligation and the use of wax are satisfactory for 
superficial types of hemorrhage, but for deep hemor- 
rhage and for sinus bleeding they are not suitable. 
Horsley has suggested the use of a fragment of 
human muscle, but the authors prefer heterogenous 
muscle obtained preferably from a pigeon. 

Attention is called to the fact that two distinct 
mechanisms are involved in the process of clotting. 
First, there is the development of the ferment, 
thrombin, which results from the union of two sub- 
stances contained in the blood—thrombogen and 
thrombokinase. The thrombin then acts on the 
fibrinogen and changes it to fibrin. In mammals, the 
plasma contains calcium salts, thrombogen, and 
fibrinogen, and the platelets contain the thrombo- 
kinase. In birds it is the muscles which contain the 
chief ingredients for the formation of thrombin. The 
thrombogen is in the fluids of the muscle and the 
thrombokinase in the muscle substance. Therefore 
in birds the muscle tissue is the agent for coagulation. 
The authors use the muscle of the pigeon because 
this bird is readily obtained and is rarely the carrier 
of infections. The feathers are plucked from the 
ventral region and a few strips of muscle are removed 
with precautions for asepsis. The strips are applied 
directly to the bleeding surface. 

The authors report their very satisfactory expe- 
riences with the use of such muscle strips in the con- 
trol of hemorrhage arising during neurosurgical 
operations. They verified its action experimentally 
in six rabbits in which they made deep incisions in a 
lobe of the liver. Ordinarily such incisions would 
have caused death, but the introduction of a strip of 
muscle into the wound saved the lives of all of the 
animals. The usual histological reaction about a 
sterile graft was found in the vicinity of the muscle 
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tissue. Two months after its insertion the muscle 
graft was completely absorbed and replaced by a 
fibrous cicatrix. 

The method described may be employed not onl 
in neurosurgery but also in general surgery. It is of 
value particularly after trauma to the liver, spleen, 
and kidney, and for hemostasis in bone and blood 
vessel surgery in which ordinary mechanical methods 
are found unsuitable. The authors hope that for 
more general use a stable serum or tissue extract 
may be made. Jacos E. Kern, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Altana, G.: Bacteriophage (Il batteriofago). 
clin., Rome, 1930, Xxxvii, sez prat. 1773. 


Poli- 


D’Herelle found in feces a filtrable and ultra- 
microscopic lytic principle which, when added to 
cultures of bacteria, destroys them or inhibits their 
growth. Cultures of bacteria to which this bac- 
teriophage has been added show holes of varying 
sizes in which there is no growth. Material taken 
from these defects in the culture reproduces the bac 
teriophage through various passages. Presumably 
the destructive action of bacteriophages and the 
defensive forces of bacteria usually balance each 
other or one or the other would be destroyed. Bac 
teriophages act only on living bacteria and have a 
more intense action on young cultures than on old 
ones. 

Bacteriophages show specificity not only for cer- 
tain species of bacteria but also for certain strains of 
those species. A bacteriophage that kills one strain 
of colon bacilli may have no effect on another. This 
is the difficulty that has presented itself in the use of 
the bacteriophage in therapeutics. The typhoid 
bacillus, for example, shows many strains; therefore 
the bacteriophage used in typhoid fever would have 
to be specific for each special strain. Different 
strains of bacteriophage with different degrees of 
specificity and virulence may be found in the same 
material. By using methods similar to those em 
ployed in bacteriology special strains of bacterio 
phage may be isolated. 

While the best temperature for most bacteria is 
around 37 degrees, that for the bacteriophage is 
lower. Therefore, at 37 degrees or above, bacteria 
are more resistant to the action of bacteriophages. 
The best reaction for bacteriophages is alkaline and 
the optimum degree of alkalinity is higher than that 
for bacteria. Bacteriophages are very widesprea:! 
in nature. Their chief habitat is the intestines 0! 
animals. The disease in which they have been used 
most successfully is bacillary dysentery. When 
active filtrates have been given by mouth they have 











given excellent results in epidemics of this disease in 
various countries and have not only cured the per- 
sons to whom they were given, but have attenuated 
the virulence of the epidemic. 

The author suggests that bacteriological labora- 
tories prepare different strains of bacteriophages for 
distribution to hospitals, thus keeping this method 
of treatment out of commerce. 

Aubrey Goss Morcan, M.D. 


Hansen, J.: The Primary Treatment of Wounds 
(Die primaere Wundbehandlung). Deutsche Ztschr. 
f. Chir., 1930, Ccxxvii, 17. 

In the treatment of the many fresh injuries seen 
daily at Bergmannsheil, the basic principles estab- 
lished by Friedrich are followed. In the cases of 
miners who are injured during the day the incuba- 
tion period of six hours is extended because of the 
well-known small bacterial content of the soil. All 
wounds in the soft parts, after being painted with 
dijozol, are excised, usually under local anesthesia, 
and carefully sutured in several layers without a 
drain or packing. If the wounds are very dirty or 
if they are open joint injuries, they are irrigated with 
phenol-camphor and tetanus antitoxin is admin- 
istered. In clean injuries of the soft parts splints are 
not used. A dry dressing is applied. In wounds of 
the head and neck subcutaneous ligation of vessels 
is not done. The bony roof of the skull is carefully 
examined. Tendons are united with double silk 
sutures. In the lower extremity adequate relaxing 
incisions are made and the defects covered with 
Thiersch grafts. If the circulation is poor (varicose 
veins), the leg is bandaged and elevated. In injuries 
of the fingers and toes, primary amputation is often 
done for social indications if a good stump covering 
can be obtained. 

One thousand cases are reviewed. Complete non- 
secreting cohesion of the wound edges within seven 
days is considered primary healing. This is achieved 
in almost 100 per cent of the head injuries. Injuries 
of other superficial parts of the body also have a 
very high percentage of primary healing. Naturally, 
the healing depends upon the time that the treat- 
ment is instituted. A number of cases are cited in 
which treatment was delayed and the wounds took 
a correspondingly longer time to heal. 

C. E. JANCKE (Z). 


Felsenreich, F.: The Results of Essentially Opera- 
tive Treatment of Wounds (Ueber Ergebnisse 
primaer-operativer Wundbehandlung). Wien. klin. 
Wehnschr., 1930, ii, 961. 

The author reports the results of the technique 
of wound treatment employed in the Hochenegg 
Clinic—mechanical disinfection of the wound area. 
His material included about 2,000 wounds occurring 
in various parts of the body which were treated in 
the accident station in the period from 1927 to 
1929. Seventy per cent of the wounds were lacera- 
tions, and most of the latter were contused lacera- 
tions. 
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As a rule, all wounds less than twenty-four hours 
old are treated operatively, whatever the degree of 
contamination. Primary healing is obtained in from 
96 to 98.7 per cent except in amputations, in which 
its incidence is 80 per cent. The successful results 
are attributed to the carefully developed technique 
which includes purely mechanical disinfecting pro- 
cedures. The results are exactly as good as those 
obtained with combined mechanical and chemical 
treatment. 

The operative field is carefully shaved, cleansed 
with benzine and alcohol, and painted with 5 per 
cent tincture of iodine. Local or regional anesthesia 
is then induced, very careful cleansing of the opera- 
tive field is done again with benzine and alcohol, 
a second application of iodine is made, and, in badly 
soiled wounds, mechanical cleansing of the margins 
with scissors and scalpel is carried out. Then, with 
fresh instruments, wound excision is done, with 
auxiliary incisions if necessary and with the greatest 
possible preservation of the skin. Even if some of the 
skin is cast off as a crust, the underlying tissue has 
had time to regenerate. Primary skin plastics are 
done only when joints or tendons must be protected. 
By sliding flaps or by lateral mobilization of the 
skin edges it is usually possible to suture without 
tension. Often a rectangular tension suture placed 
at a distance from the wound aids in approximating 
the skin flaps for suture. Fat and muscle, which are 
particularly susceptible to infection, are removed 
back to freshly bleeding zones. Tissues which cannot 
be radically removed (tendons, nerves, joint cap- 
sules) are cleansed without injury by the injection 
of salt solution. Buried ligatures are avoided as 
they may readily lead to insidious infection; like- 
wise sutures of joint capsules and extensor tendons. 
Suturing of fascia and muscle is also avoided so far 
as possible. In the latter structures, the slightest 
inflammation caused by a foreign body leads to 
adhesions between the skin and the scar. Bursx 
are excised as they lead to fistula formation and in- 
fection. All forms of drainage are avoided with 
the exception of very thin drains used for from twelve 
to sixteen hours. A well-fitting pressure bandage is 
preferred. Strips and wicks delay wound healing 
for at least two or three weeks. 

As primary healing requires absolute rest of the 
injured region, immobilization of all parts involved 
by the wound is essential. In certain cases of wounds 
of the extremities this is obtained by means of an 
unpadded plaster bandage, with or without win- 
dows, which is applied directly to the skin, the parts 
nearest the wound being protected by sterile Bill- 
roth cambric. This bandage produces pressure and 
furnishes a point of attachment for suspending the 
injured limb. Also of value is open treatment in 
which the sutured wound is painted with iodine 
collodion and exposed to the air, protected only by 
a gauze cover. In cases of wounds of the hand and 
fingers free extension or suspension of the part by 
means of a clamp, nail, or wire is sometimes em- 
ployed to eliminate painful changing of dressings. 
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In the mouth, the rich blood supply insures good 
healing of wounds in spite of the great danger of 
infection, but sponges are placed between the gums 
and lips and changed every two hours to keep the 
wound dry. For the suturing of mouth wounds the 
finest silk is employed because the swelling of catgut 
sutures will dilate the wound and may thereby lead 
to infection. In head injuries a pressure bandage 
is applied for three days and the wound then treated 
openly in the same way as a wound of the skin of 
the face. Bites of animals are also treated in this 
manner; of twenty-one cases, suppuration occurred 
in only 5 per cent. 

The purely mechanical treatment of wounds with- 
out the use of disinfecting agents has so completely 
met all expectations that nothing better could be 
expected of a combined method. However, it should 
be used only by the experienced surgeon, not the 
general practitioner. Severe injuries requiring this 
treatment should unconditionally be referred to a 
hospital or accident station as otherwise the method 
may become discredited. STREISSLER (Z). 


ANZSTHESIA 


Biancalana, L.: Clinical and Experimental Study 
of Certain Disturbances Associated with Spinal 
Anesthesia (Ricerche cliniche e sperimentali su 
taluni disturbi che accompagnano la rachianestesia). 
Arch. ital. di chir., 1930, xxvii, 601. 

About twenty minutes after the puncture for 
spinal anesthesia is made there may be nausea, 
vomiting, and respiratory and circulatory disturb- 
ances. Respiratory syncope is rare. By some it is 
attributed to an effect exerted by the anesthetic on 
the medulla. The author has never seen serious 
respiratory disturbances in his cases. The fall in the 
blood pressure is sometimes great enough to cause 
marked disturbances in the circulation and even 
collapse. With regard to the anaemia of the medulla 
which is responsible for these disturbances there are 
two theories. According to one, this anemia is 
brought about by the direct action of the anesthetic 
on the higher centers. According to the other, it is 
due to the low pressure produced by vasodilatation 
from paralysis of the vessels in the anesthetized 
zone. Those who accept the first theory point out 
that there is no great fall of the blood pressure when 
the action of the anesthetic is limited to the lumbar 
tract, whereas when this action extends to the tho- 
racic roots, there is apt to be marked hypotension. 
Those who accept the second theory cite the favor- 
able effects of the Trendelenburg position in support 
of their belief. 

The author performed experiments on dogs in an 
effort to settle this question, but his results were not 
absolutely conclusive. He believes that it is possible 
for the anesthetic to rise to the medulla, but that 
while the amounts might be large enough to disturb 
the higher centers they would not be sufficient to 
paralyze them. If the injection is made into the 
thoracic spaces the possibility of upward diffusion is 
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greater. The great individual differences in sensi- 
tiveness to anesthetics are shown by the disturb- 
ances that sometimes occur after ordinary local 
anesthesia when only a very minute amount of the 
anesthetic could possibly reach the medulla. 

The good effects of the Trendelenburg position 
do not prove the theory that the anemia is second- 
ary, for this position does not greatly increase the 
amount of anesthetic that reaches the medulla and 
it puts the higher centers in a condition of greater 
resistance to the anesthetic. Apparently, however, 
the anemia of the medulla is due in most cases to 
the lowered blood pressure. The low pressure shows 
the characteristics of low pressure from vessel col- 
lapse rather than that of heart collapse and is not 
affected by cardiac stimulants. There is generally 
no great change in the rhythm of the heart, and the 
pulse becomes small because less force is required 
to overcome the resistance of the circulation. The 
Trendelenburg position is helpful, as in all cases of 
anemia of the central nervous system, because it 
increases the blood supply of the medulla. 

The greater the upward diffusion of the anesthetic 
the greater the chance of a low blood pressure and 
disturbances of the medulla. Therefore all manipu 
lations which tend to cause upward diffusion of the 
anesthetic should be avoided. There should be no 
preliminary evacuation of spinal fluid or not more 
than 2 or 3 c.cm. should be removed at the most. 
The anesthetic should not be mixed with more than 
a few cubic centimeters of spinal fluid, and the in 
jection should be made slowly. The patient may be 
put in the Trendelenburg position a few minutes 
after the puncture, but the change should be brought 
about gradually so as not to cause rapid displace 
ment of the anesthetic. 

In the treatment of disturbances of the medulla, 
rapid and deep inspirations and the inhalation of 
oxygen, nitrous oxide, and a few drops of ether are of 
value. The preliminary injection of adreno-ephedrin 
will help to prevent low blood pressure. 

AuprREY Goss Morcan, M.D. 


Melzner, E.: The Induction of Anesthesia with 
Avertin and Pernocton (Ueber Einleitung der 
Narkosen mit Avertin und Pernokton). Deutsc/: 
med. Wchunschr., 1939, ii, 1730. 

In recent times psychic shock has been recognized 
as an unfavorable effect of anesthesia and attempts 
are being made to eliminate or decrease this danger 
by new anesthetic procedures or the introduction of 
the so-called ‘‘basic anesthesia.’”? The author has 
conducted experiments with avertin and pernocton. 
Many have come to the conclusion from their ex 
periences with rectal avertin anesthesia that avertin 
should be used only as a basic anesthetic. In 
numerous cases sufficient analgesia for the intended 
operation is obtained merely by such a basic anwxs- 
thesia without the supplementary use of ether or 
ethyl chloride. 

The contra-indications to the use of avertin are 
parenchymatous diseases of the kidneys and ail 
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affections that lead to diseases of the kidneys, such 
as sepsis. For this reason a careful test of renal 
function is necessary in every case before anesthesia 
is induced. Hepatic diseases also constitute a contra- 
indication to the administration of avertin because 
the avertin is excreted from the body through the 
bladder combined with glycuronic acid and its de- 
toxication depends chiefly on the liver. Avertin 
should be avoided also in all interventions that cause 
an acute diminution of the respiratory volume or 
the pulmonary surface, such as phrenic exeresis and 
extensive thoracoplastics. 

In the cases reviewed by the author the amount of 
the anesthetic used as an adjunct was usually less 
than that which would probably have been neces- 
sary without the use of avertin, but striking dif- 
ferences were noted in only a relatively few instances. 
Melzner did not observe any asphyxia, but a con- 
siderable decrease in the blood pressure occurred 
especially when great insults such as traction on the 
viscera or very extensive incisions in the soft parts 
were inflicted on the anesthetized patient during the 
operation. As such decreases in the blood pressure 
do not occur when ether is administered alone, it 
must be assumed that avertin diminishes the ability 
of the organism to withstand the operation con- 
siderably more than ether. The decrease in blood 
pressure is always relieved by the injection of 
ephedrin. According to the statistics of Nordmann, 
the mortality of avertin anesthesia is about the 
same as that of chloroform anesthesia and about 
twice as high as that of pure ether anesthesia. 

According to the results of the author’s investiga- 
tion, the problem of ether anesthesia is based upon: 
(1) the insufficient, and particularly uncalculable 
soporific effect of avertin, (2) the slight difference 
between the minimal dosage inducing sleep and the 
dosage causing noteworthy disturbances, and (3) the 
fact that up to the present time we know of nothing 
that will nullify the effect of avertin after it has 
entered the body. 

The soporific effect of avertin depends upon re- 
sorption. If the avertin reaches the blood in suffi- 
cient concentration from the very beginning, sleep 
ensues under all circumstances. With rectal ad- 
ministration the concentration in the blood depends 
upon resorption through the intestinal mucous 
membrane. 
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Attempts to increase the difference between the 
minimal soporific dose and the dosage at which quite 
considerable disturbances may become evident 
showed that the withdrawal of sodium and potassium 
salts, the administration of potassium salts, and 
finally the entionization of the calcium blood con- 
tent were successful. In patients who were prepared 
in this manner (these patients were given a salt- 
poor diet and small amounts of carbonated water on 
the day before the operation, and an intramuscular 
injection of 2 c.cm. of 20 per cent neutralized po- 
tassium phosphate immediately before the opera- 
tion), the rapid onset of the sleep was striking. 
Considerably less ether was necessary than in pure 
ether anesthesia, and in no case was there a con 
siderable decrease in the blood pressure. Altogether 
41 cases were treated in this way. 

With regard to the possibility of nullifying the 
effect of the avertin that has entered the body, the 
author says that release of the intestinal injection 
and the administration of carbon dioxide, would 
probably not be sufficient in serious disturbances. 

Melzner believes that in the induction of anas- 
thesia by the intravenous injection of avertin as 
recommended by Kirschner, the psychic trauma is 
increased by the complicated technique. On the 
other hand, the uniform quiet sleep beginning within 
a few seconds is of advantage. There are no failures 
or accidents. However, this intravenous sleep lasts 
only five minutes, and the amount of ether necessary 
with increasing duration of the operation increases 
disproportionately when compared with the amount 
used in the rectal administration of avertin. In most 
cases the amount may equal that used in pure ether 
anesthesia. The body seems to be unable to main- 
tain a definite concentration of avertin in the blood 
as it does in rectal anesthesia. 

On the other hand, pernocton has the great ad- 
vantage that it is used when only a slight soporific 
effect is desired. Furthermore, the technique is very 
simple. From 4 to 6 c.cm. are injected very slowly 
through a t1o-c.cm. syringe for from three to five 
minutes until the patient falls asleep suddenly and 
without excitation. With more rapid injection the 
effect is not so good. The supplementary amount of 
ether that is used is strikingly small. Therefore per- 
nocton is preferable to avertin as a basic anexs- 
thetic. Bopr (Z). 








ROENTGENOLOGY 


Kirklin, B. R., and Morton, S. A.: Roentgenological 
Changes in Sarcoid and Related Lesions. 
Radiology, 1931, xvi, 328. 

The disease known as Boeck’s sarcoid is charac- 
terized primarily by the formation of nodules in the 
cutaneous and subcutaneous tissues. The skin over 
these areas has a telangiectatic appearance. The dis- 
tribution of the lesions and the histological picture 
are distinctive. 

Various theories have been advanced with regard 
to the etiology of this disease. By some, the condi- 
tion has been ascribed to the bacillus of tuberculosis. 
In the opinion of others it is a separate disease 
entity, according to a third group, it is due to several 
factors. 

In certain cases the bacillus of tuberculosis has 
been isolated from the lesions in the skin, and, in 
many, definite tuberculous lesions have been found. 
In other cases there is no evidence of tuberculosis 
and even the tuberculin test is negative. The fact 
that general lymphadenopathy sometimes occurs 
suggests that the condition may be related to 
lymphoma. The favorable results reported in cer- 
tain cases following treatment with the roentgen 
rays tend to substantiate this view. 

As Boeck’s sarcoid with visceral involvement is 
seldom fatal, pathological descriptions of the visceral 
lesions are meager. 

While the questions of etiology and the relation 
of the various types of sarcoid to one another are for 
the dermatologists to settle, it is important for the 
roentgenologist to know that the condition is asso- 
ciated with more or less characteristic roentgen 
changes in the bones and lungs. 

Sarcoid with organic involvement is apparently a 
disease of adult life since in thirty cases of sarcoid 
lesions of the lungs or bone reported in the literature 
the average age was thirty-six years and practically 
all of the patients were more than twenty years old. 
Men and women were equally affected. The 
disease often has a fairly acute onset and later lapses 
into a chronic state. Lesions in bone tend to pro- 
gress, but if the disease is arrested the appearance of 
the bones may return almost to normal. When the 
condition is not arrested considerable permanent 
loss of bony tissue results. ’ 

The roentgenological changes are usually found in 
the phalanges of the hand, but often are noted also 
in the phalanges of the foot. Changes in the lower 
ends of the radius and ulna, about the elbow joint, 
and even in the body of a vertebra have been 
described. The disease of the bone seems to be 
evidenced first by thickening of the trabecular 
architecture in the end of one of the phalanges of a 
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finger. Small punched-out areas appear, and later 
there is a peculiar combination of bone destruction 
and repair. Clear cystic areas varying from spaces 
the size of a pin-point to spaces 1 cm. in diameter 
appear. The small trabecule between the broken 
down areas are dense and sclerotic. The whole 
phalanx may be affected. While the bone may return 
almost to normal if the process is arrested and heal 
ing occurs, considerable mutilation usually results 
There is no generalized atrophy of bone of the 
affected hand, and but little localized atrophy of the 
diseased bone. Sequestration of the diseased part 
does not occur, and there is no accompanying 
periostitis. The adjacent joints are not involved. 
The shaft of the affected bone may show slight uni- 
form enlargement, but the cortex is rarely broken. 

Tuberculous dactylitis or spina ventosa is seen 
most frequently in the hands of children. Periostitis 
and atrophy of bone are marked. Sequestra and 
discharging sinuses are common. 

Syphilitic disease of bone, particularly of the 
congenital variety, sometimes affects the phalanges; 
the lesion is then found more often in the diaphysis 
than in the head of the bone. Periostitis is present 
and the cortex is thickened. 

Malignancy is ruled out by the multiplicity of 
the lesions and the fact that the cortex is not broken 

Chondromatosis usually causes much more en 
largement of the bone and is associated with definite 
tumors. 

The roentgen-ray findings in the lungs in cases of 
sarcoid include a bilateral, fairly dense, diffuse. 
linear infiltration of the middle or the lower half oi 
the lungs extending from the hilum well out toward 
the periphery. The infiltration may be so dense as 
to obscure the borders of the heart. Superimposed 
upon this area are many discrete opaque areas 
ranging from miliary nodules to areas perhaps 1 cm 
in diameter. The apices of the lungs are not affected. 
Signs of pleurisy or fluid are absent. In some cases 
the nodes at the hilum are not enlarged, but in 
others enlargment of these nodes is a distinct 
feature of the roentgen-ray appearance. The picture 
in the individual case varies according to whether 
linear infiltration or scattered nodules prevail. 

The condition must be distinguished from othe: 
chronic conditions of the lungs. It has some of the 
characteristics of old fibrous tuberculosis. Pneu- 
moconiosis resembles it more closely, but in the 
latter condition the nodules are more definite and 
more numerous and there is not such a background 
of linear striations. Although the sarcoid lesions in 
the lungs do not have a tendency to form cavities 
and.are more diffuse than those of bronchiectasis of 
the usual type, the differential diagnosis between 
these two conditions is often difficult. 




















Kirklin and Morton report six cases of Boeck’s 
sarcoid with visceral involvement—two with changes 
in the bones and lungs, two with changes in the bone, 
and two with changes in the lungs. 


Herendeen, R. E.: Results in the Roentgen-Ray 
Therapy of Giant-Cell Tumors. Ann. Surg., 
1931, XCiii, 398. 

This article is a review of cases reported by the 
author in 1924 which indicated that roentgen 
therapy will cure the majority of giant-cell tumors of 
bone and in many instances is superior to the stand- 
ard surgical methods of treatment. Herendeen’s 
purpose is to compare his previous statements with 
the information available regarding these cases today. 

In most of the cases studied the neoplasm was 
undoubtedly a benign giant-cell tumor, but in some 
of them subsequent findings seemed to indicate 
that it was a giant-cell sarcoma or malignant giant- 
cell tumor. The author discusses the differential 
diagnosis of these tumors briefly with particular 
reference to the cases under consideration. In Case 1 
of the series, in which the neoplasm was believed to 
be a typical giant-cell tumor and responded well to 
roentgen therapy, other bone tumors subsequently 
developed in new sites. The latter also responded 
well to irradiation and were apparently metastases. 
The author believes that the primary neoplasm was 
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a giant-cell sarcoma or malignant giant-cell tumor. 
In Case 2, a typical giant-cell tumor of the head of 
the fibula has remained cured after seven years. 
In Case 3, a recurrence after operation in the distal 
end of the radius has remained cured after five 
years. In Case 4, an atypical involvement of the os 
calcis has remained cured for six years. In Case 5, 
an inoperable tumor of the pelvic bone of doubtful 
nature responded well to roentgen therapy and has 
remained cured for ten years. In Case 6, a giant-cell 
tumor in the lower end of the femur has remained 
cured for six years. In Case 7, a less characteristic 
lesion in the same location also reacted favorably to 
roentgen-ray treatment. 

The technique used is discussed briefly. The 
author emphasizes that there is no standard method 
of irradiating these tumors, and that the amount of 
irradiation and the method of delivering it vary 
with the case. Frequently it is safest to determine 
the radiosensitivity of the neoplasm first by a test 
dose. Massive high-voltage doses are seldom neces- 
sary. 

The author believes that in the cases reviewed 
sufficient time has elapsed and the number and 
variety of the tumors was sufliciently large to war- 
rant the conclusion that the optimistic statements 
made in his previous article were fully justified. 

ApotpH HArTUNG, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Leriche, R.: Researches and Critical Reflections on 
Pain, the Mechanism of Its Production, and 
the Pathways of Pain Sensibility (Recherches et 
réflexions critiques sur la douleur, sur ses mécanismes 
de production et sur les voies de la sensibilité dou- 
loureuse). Presse méd., Par., 1931, XXXix, I. 

The author presents a rather lengthy dissertation 
on the nature of physical pain, the peripheral ana- 
tomical structures and their changes associated with 
pain, the mechanism of the production of pain, and 
conscious and unconscious sensibility. The discus- 
sion is chiefly a series of reflections, doubts, and 
questions from a philosophical viewpoint on the 
question of pain. Attention is called to the fact that 
pain does not exist in the normal individual nor in 
the plan of nature asan end in itself. It is difficult to 
consider it in the same category with such physio- 
logical factors as tactile sensibility and thermal sen- 
sation. If pain is not a physiological sensation but 
the result of an accident, it is impossible to have a 
special anatomical pathway for conducting the sen- 
sations to the brain. Pain is not an entity. In his- 
tological examinations of certain areas of the skin in 
which the painful areas had been mapped out previ- 
ously, Foerster found no structure in the centrip- 
etal system which might be a special receptive 
apparatus for pain. In discussing the relation of tac- 
tile sensation and tactile end-organs to pain, Leriche 
calls attention to the fact that varying degrees of 
tactile sensation may result in pain. After chor- 
dotomy, pain sensation is lost, but tactile sense is 
preserved. In time, the pain sensations gradually 
return. No degeneration had been observed in any 
of the nerve tracts which might indicate a special 
pathway for pain sensations. It is a curious paradox 
that the points of pain are more numerous than the 
tactile areas which are more common in every day 
sensations. On the basis of the findings after chor- 
dotomy and a study of the nerve structures in the 
periphery and in the spinal ganglia the author re- 
jects the possibility of distinctions between the sen- 
sation of touch and that of pain. 

With regard to the mechanism of the production 
of pain, Leriche reminds us that there are physical, 
chemical, and circulatory changes in the painful tis- 
sues. He discusses paradoxical mechanisms of pain, 
pointing out, for example, that the dentine has no 
nerve tissue and yet may be excruciatingly painful. 
He discusses the unconscious visceral and vascular 
reflexes and calls attention to a few paradoxes. 
Normally, the vascular endothelium is devoid of 
painful sensations, but when barium chloride is in- 
jected into an artery of a sleeping dog there is a pro- 
nounced painful reaction. 


In conclusion, Leriche quotes from Morat to the 
effect that hitherto physiology has been occupied 
with scientific rigid physical investigations in which 
such problems as sensibility have not been con 
sidered. In the living, movement is dependent on 
sensibility and sensibility on movement. 

Jacos E. Kiern, M.D. 


Hebrant: The Climatic Treatment of Surgical 
Tuberculosis (A propos du traitement climatique 
des tuberculoses chirurgicales). Bruxelles meéd., 
1930, X, 1367. 

It has been widely taught that surgical tuber 
culosis should be treated either in the mountains 
or at the seashore. In central Europe patients are 
usually sent to the mountains, while in France and 
Belgium they are usually treated in sanatoria built 
on the coast. 

It is of some importance from the social stand 
point to know whether or not this practice is 
justified. The unfavorable psychic influence of a 
prolonged stay in a sanatorium far from home is 
well known. In the cases of children education is 
neglected and the parents are prone to lose sight of 
their responsibilities. 

In a study of the writings of those who regard 
climatotherapy as a specific, the author was unable 
to find an explanation for the beneficial effects. The 
improvement has been ascribed to radio-activity of 
the sea water, the reflection of light of short wave 
length by the sands, and ionization of the air, but 
none of these theories has been proved. In any case 
the principal factor is the sunlight, and it has not yet 
been established which rays, the infrared or the 
ultraviolet, are beneficial. Furthermore, it has not 
been demonstrated that the sunlight in the moun 
tains is more rich in ultraviolet rays than is the 
sunlight on the plains. 

According to some authorities, the change of 
climate is beneficial as it appears to stimulate the 
organism. With time, however, this effect is gradu 
ally lost. Other factors must be considered, such as 
the effect of exposure of the skin to the air and 
sunlight which is said to increase metabolism some- 
times as much as 40 per cent. 

All of the conclusions cited are largely speculative. 
The author finds that the results obtained at ordi 
nary altitudes (Hohenlyshen, Bad Elster, statistics 
of Kish and Kohler) compare very favorably with 
those of the Swiss sanatoria (Rollier). Vulpius be- 
lieves that his results are in every way comparable 
with those obtained in the mountains or at the 
seashore. 

In France, the only inland sanatorium is near 
Paris. The director has found that the patients do 
quite as well there as at maritime establishments. 
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In the opinion of the author the manner of treat- 
ing surgical tuberculosis is more important than the 
place, and the social and economic advantages of 
treatment near home are obviously very great. 

ALBERT F. DE Groat, M.D. 


Sugiura, K.: The Influence of Extracts of the 
Suprarenal Cortex on the Growth of Carci- 
noma, Sarcoma, and Melanoma in Animals. 
Am. J. Cancer, 1931, XV, 129. 

In previously reported investigations the author 
found that the development of small malignant 
tumors in animals was completely inhibited by 
repeated intratumoral injections of suprarenalin, 
but that repeated subcutaneous injections of supra- 
renalin at a point distant from the tumor failed to 
exert an inhibiting influence upon the growth of 
carcinoma and sarcoma. He concluded that the 
destructive action exerted by suprarenal cortex ex- 
tracts on neopiasms is due to a marked vasocon- 
strictor power. 

Some investigators have thought that removal of 
the cortex of the suprarenal retards tumor growth 
and improves the general condition of the patient. 

This article reports studies of the effect of supra- 
renal cortex extracts upon transplanted carcinoma, 
sarcoma, and melanoma in rats, mice, and chickens. 

Single or repeated subcutaneous or intramuscular 
injections of an alcoholic ether, aqueous, or glycerin 
extract of the cortical adrenal tissues had no ap- 
parent influence upon the growth of transplanted 
tumors. Similarly, injections of substances causing 
a fall in the blood pressure, such as choline, and the 
feeding of sodium nitrate failed to show any inhibit- 
ing effect upon the tumor growth. A periodic fall 
in blood pressure in the animal did not play a réle 
in cancer resistance. Fresh sheep suprarenal cortex 
or its extract failed to destroy cancer cells in vitro. 

Harry C, Sattzstern, M.D. 


Handley, W. S.: The Réle of Lymph Stasis in the 
Genesis of Cancer. Ann. Surg., 1931, xciii, 68. 


Handley advanced his lymph-stasis theory of 
cancer in 1926. Recent evidence seems to show that 
a papilloma or adenoma is the precursor of carcinoma 
of every variety. The growth of the papilloma is 
due primarily to an obstructive lymphangitis of the 
lymph vessels. This lymphangitis may be due to 
any form of chronic irritation, physical, chemical, 
parasitic, or bacterial. The nature of the cancer 
produced does not vary with the nature of 
the irritant employed. The irritant affects only the 
environment of the cells which become cancerous. 

The author presents evidence to show that the 
common wart, the simplest form of papilloma, is due 
to an infective lymphangitis. In ten out of eleven 
warts sectioned for microscopic examination he 
found unmistakable evidence of a proliferative 
lymphangitis. Axial lines of granulation tissue were 
seen in the center of the papilla. Handley presents 
four photomicrographs of warts which support his 
theory. ManvEt E. LicuTENstTeEIN, M.D. 
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Mayo, W. J.: Susceptibility to Cancer. 
Surg., 1931, xcili, 16. 

The incidence of cancer in various countries 
which compile reliable statistics is about the same, 
not only as to population ratio, but also as to sex, 
although the organs or tissues which are most 
susceptible to the disease vary considerably. Where- 
as, 30 per cent of cancers in the female involve the 
breast and the uterus, about 30 per cent of those in 
the male involve the stomach and the organs of the 
urinary system. 

Cancer never develops in sound tissues. Chronic 
irritation, by opening up an atrium for the possible 
entrance of micro-organisms to the body from the 
outside, seems to suggest an external agent. ‘This 
does not explain why cancer develops in certain 
cases in which the sources of chronic irritation are 
very slight and does not develop in other cases in 
which the sources of chronic irritation are very 
extensive for long periods of time. It is difficult to 
explain the fact that when cancer has extended by 
metastasis to a new situation it produces the histo- 
pathological picture of. the tissues in which it 
originated rather than that of the organ which 
became affected secondarily. If the disease were due 
to a foreign invader, it would presumably reproduce 
the type of cells of the newly invaded tissue rather 
than that of the primary seat of the tumor. 

A fact of supreme importance which has not been 
sufficiently stressed is that individuals vary in their 
susceptibility to the cause or causes of cancer, what- 
ever they may be. In no other way can we explain 
why go per cent of persons do not have cancer and 10 
per cent die from it. It is as logical to accept the 
hypothesis that the former have greater resistance 
to cancer than the latter as to attempt to force an 
explanation that only 10 per cent come in contact 
with the hypothetical causative agents which 
produce cancer. 

The stroma about the cancer cell is the measure 
of the body’s resistance. The greater the amount 
of stroma and the less the proportion of cells, the 
slower the growth. Also, the greater the proportion 
of cells and the less their resemblance to the normal 
tissue involved, the more rapid the growth. All 
there is to cancer is contained within the malignant 
cell which has a remarkable resemblance to the 
rapidly growing embryonic cells of the chorionic 
villi (Langhans’ cells). Langhans’ cells have ex- 
tremely large nuclei and undergo the most rapid 
division of any normal cells in the body, but the 
nucleolus and the cytoplasm of the cell have no 
peculiarity of structure. 

Wilson, MacCarty, and Broders have enlightened 
us greatly with regard to the histological character of 
the cell in relation to malignancy, upon which 
Broders’ classification of the malignancy of tumors 
has been based. 

The studies of Murray on tar painting, those of 
Gye and Barnard on the transplantation of the Rous 
fowl toxin, the work of Slye on cancer in mice, and 
that of Bowing and Desjardins on the effect of 
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radium and the X-ray in lessening the malignant 
character of the growth all suggest that local and 
general susceptibility is perhaps the controlling 
factor in the genesis of malignancy and that the 
possibilities of increasing resistance to cancer in 
more susceptible individuals is not only a possibility 
but a goal which every effort must be made to reach. 


Warthin, A. S.: The Heredity of Cancer in Man. 
Ann. Int. Med., 1931, iv, 681. 


Warthin believes that the importance of heredity 
in the etiology of cancer has not been sufficiently 
emphasized. He reviews the family histories in a 
number of cancer cases and cites the multiple in- 
cidence of neoplasms in certain families. There is a 
tendency for the carcinoma to be localized in certain 
organs or systems. There is also frequently a sex- 
limited inheritance. Frequently there appears an 
associated predisposition to tuberculosis. The im- 
pression is obtained that the carcinoma develops 
at an earlier age in the later generations. In some 
families the cancer factor is a dominant inheritance 
and in others a recessive inheritance. 

The available evidence indicates: (1) a consti- 
tutional susceptibility to neoplasm, and (2) a local 
organ predisposition to cancer. Instances of iden- 
tical neoplasms attacking the same organs in iden- 
tical twins are known. 

The conception of mendelism which led Sly to 
regard inheritable tumor susceptibility as a simple 
recessive unit character is all too primitive. The 
possibilities of inheritance in the almost endless 
combinations that may result make the inheritance 
of carcinoma in man impossible to predict. Never- 
theless Warthin believes that four factors are in- 
herited as genes: the normal constitutional resistance 
to blastoma; the pathological blastoma constitu- 
tion; the normal resistant organ or tissue make-up; 
and the pathological organ predisposition to cancer. 
He concludes that it is logical to apply preventive 
measures of eugenics in the practical consideration 
of this problem. NaTHAN N. Cronyn, M.D. 


Hoffman, F. L.: Cancer and Smoking Habits. 
Ann. Surg., 1931, xcili, 50. 


From a review of the literature and statistics 
regarding the relationship between cancer and 
smoking, Hoffman draws the following conclusions: 

1. Smoking unquestionably increases the liability 
to cancer of the mouth, throat, cesophagus, larynx, 
and lungs. 

2. The change in the cancer death rate during 
recent years has not been at all disproportionate to 
the enormous increase in cigarette smoking which 
has replaced the older and unquestionably more 
injurious method of smoking. 

3. The problem is complicated by other factors, 
particularly syphilis and defective dental conditions. 
In the absence of these factors, smoking is much less 
likely to result in cancerous affections. 

4. The increase in cancer of the lungs is probably 
accounted for in part by cigarette smoking and the 
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inhalation of cigarette smoke. The latter practice 
unquestionably increases the danger of cancer 
development. 

5. Moderation in smoking is advisable. The use 
of cigarette holders and cigar-holders of a high 
degree of conductivity probably increases the 
liability to cancerous affections. 

6. The air pollution due to smoking may injur 
iously affect non-smokers. 

MANUEL E. LICHTENSTEIN, M.D. 


Naeslund, J.: Multiple Primary Malignant Tumors 
(Ueber multiple primaere malignane Tumore: 
Acta obst. et gynec. Scand., 1930, X, 437. 


The author reports a case seen at the Gyneco 
logical Clinic at Upsala in which autopsy performed 
thirteen years after a radical operation for cancer of 
the breast disclosed no evidence of recurrence on the 
side operated upon, but showed a cancer in the othe: 
breast and an adenosarcoma of the right ovary with 
metastases throughout the abdomen. 

He reports also a case of hydronephroma of the 
kidney associated with a tumor of the ovary which 
resembled grossly, and to some extent also micro 
scopically, a cystadenocarcinoma. The ovarian 
tumor was at first believed to be a cystadenoca: 
cinoma, but as renewed study of the microscopic 
slides revealed a picture agreeing to a certain extent 
with that of the renal hypernephroma, it may pos- 
sibly have been a metastasis of the latter. However, 
it was very different in both appearance and struc 
ture from the other metastases. 


Crile, G. W.: The Treatment of Malignancy. 41. 
Surg., 1931, XCiil, 99. 

Crile reviews the methods employed in the Cleve 
land Clinic in dealing with cancer of various tissues 
These methods are based on 7,390 cases of malig 
nancy. 

With regard to cancer of the external parts, he 
states that so far as he is aware no case of cancer 
developing on normal, uninjured skin has been ob 
served. He calls attention to the fact that especiall\ 
the skin of the face offers a better opportunity for 
the study of the development of cancer than an) 
condition induced in the laboratory. Skin cancer is 
always preceded by a precancerous stage, a kerato- 
sis, a mole or wart, or a benign tumor or ulcer. In 
cases of cancer on the buccal surfaces there is usual!) 
a history of trauma from a rough tooth or of leuco 
plakia or a fissure. 

Since cancers obey one general law of growth, can 
cers of the inner, hidden parts doubtless follow the 
same course as cancers of the skin. We must con- 
clude therefore that internal cancers have their pre 
cancerous stages such as chronic irritation and ul- 
cerative benign growths. In the larynx, the precan- 
cerous state may be a syphilitic ulcer or a papilloma; 
in the stomach, a chronic ulcer; in the gall bladder, 
irritating gall stones and chronic inflammation; in 
the large intestine and rectum, ulcers and irritation 
from various sources; in the breast, chronic inflam- 
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mation, benign tumors of certain types, and senile 
changes; in the uterus, the irritations of pregnancy, 
senile changes, and benign growths; and in the kid- 
ney and bladder, stones and benign growths. 

Not all precancerous conditions of the internal 
organs are amenable to treatment. 

When the precancerous stage has passed, complete 
removal of the growth—by excision or by X-ray or 
radium irradiation—becomes the only safe pro- 
cedure. 

Skin, Experience in the treatment of 629 cases of 
carcinoma of the skin and subcutaneous tissues at 
the Cleveland Clinic has led to the conclusion that 
radium irradiation is the most efficient treatment for 
this condition except in cases of pigmented moles. 
In the latter, excision should always be done. 

Jaws and buccal surfaces. Cancer of the buccal 
surfaces demands complete removal of the glands of 
the neck on both sides. In early cases of cancer of 
the jaws, a less radical operation is sufficient as this 
condition metastasizes slowly and usually only on 
the side of the lesion. In advanced cases, however, a 
wide regional block dissection is indicated. A ‘‘plat- 
ter” of underlying bone should be removed with the 
growth. 

Early cancer of the lip is usually treated success- 
fully with radium. Early cancer of the tongue or of 
the buccal cavity may be treated by irradiation or 
electrocoagulation. In advanced cancer of the lip or 
tongue the lesion should be excised and the lym- 
phatic glands of the neck removed by wide block 
dissection. 

Crile emphasizes that while irradiation of the local 
lesion may be indicated, irradiation of the involved 
lymphatic glands of the neck should never be done 
as it cannot be depended upon. If the glands of the 
neck have been irradiated and the patient has re- 
covered, we must conclude that the glands of the 
neck were probably not involved. After operation 
on any part of this field, treatment with deep, accu- 
rately measured X-ray or radium irradiation is of 
advantage. Handling of the carcinomatous tissue 
should be minimal and every effort should be made 
to prevent the implantation of cancer cells in the 
operative field. 

Larynx. Cancer of the larynx calls for laryngec- 
tomy. This is one of the most successful operations 
for the permanent cure of cancer. In the larynx, as 
nowhere else in the body except in visible parts, the 
presence of cancer is evident in its earliest stages. 
Moreover, in intrinsic cancer of the larynx there is 
practically no lymphatic involvement as the cancer 
cannot penetrate through hyaline cartilage. There 
is no other situation in the body in which cancer is 
manifested immediately and from which it cannot 
be disseminated into the lymphatic glands. Post- 
operative X-ray irradiation may be of value as it 
may check extension of the growth if an undis- 
covered extrinsic focus is present or cancer cells have 
become implanted. In extrinsic cancer of the larynx, 
the lesion extends rapidly because of the abundance 
of lymphatic connections around it, and the only 


hope lies in local removal of the growth and block 
dissection of the gland-bearing area. In operable 
cases in which only tracheotomy can be attempted, 
radium irradiation is of value as a palliative measure. 

Thyroid. In about go per cent of the cases of car- 
cinoma of the thyroid gland which have been 
treated at the Cleveland Clinic, the carcinoma was 
due to the degeneration of an adenoma. Therefore 
Crile believes that all adenomata should be removed. 
The treatment of carcinoma of the thyroid gland, 
like that of goiter, is mainly a problem of prevention. 
If the case is operable, there is no question as to the 
procedure indicated. The only difficulties are pre- 
sented by the inoperable cases with obstruction and 
partial asphyxiation. In such cases radium should 
be implanted and if the respiratory difficulty de- 
mands immediate relief the preglandular muscles 
should be divided to relieve the pressure of the gland 
on the trachea. In some cases irradiation is followed 
by disappearance of the carcinoma; in others, it 
seems to be of no avail. Irradiation may produce 
myxoedema, but this is readily overcome by the ad- 
ministration of thyroid extract. The end-result of 
decompression and irradiation in a given case can- 
not be foretold. but this treatment is always followed 
by a period of relief. It must be borne in mind that 
involvement of the neighboring tissues is almost 
sure to be present, and that if the cancer involves 
the trachea there is practically no hope of cure. 

Esophagus. Cancer of the cesophagus is one of the 
most hopeless of malignant conditions, for when the 
patient presents himself it is usually too late for sur- 
gical treatment. The emaciation and weakness due 
to the dysphagia, which is the prominent symptom, 
in themselves increase the surgical risk. In none of 
the cases reviewed did the patient survive for more 
than thirty-four months. 

Breast. Of the 1,350 cases of cancer of the breast 
treated in the Cleveland Clinic, only 14 were those 
of males. In 789 cases the condition was treated by 
surgery alone, and in 3908 by surgery and irradiation. 
Of the patients who have been traced, 25.70 per cent 
have survived for five years or more. 

In cases in which the clinical symptoms and the 
frozen section do not give absolute proof of the char- 
acter of the tumor, complete excision of the breast 
and of the regional lymphatics should be done as the 
abundant lymphatic channels from the breast may 
readily produce thoracic and abdominal metastases. 

The so-called benign breast lesions which are 
possibly pre-cancerous include diffuse hypertrophy, 
traumatic lesions, chronic mastitis, cysts, and the 
so-called benign tumors. 

The author emphasizes the importance of frequent 
examination of the breast after the local excision of 
what appears to be a benign tumor in order that a 
radical operation may be performed immediately if 
the lesion shows any signs of malignancy. Biopsy 
is contra-indicated on account of the danger of dis- 
seminating the tumor if it is malignant. Whatever 
the character of the growth it should be removed en- 
tirely and then sectioned. 
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From the end-results of irradiation in cancer of 
the breast at the Cleveland Clinic Portmann con- 
cluded that intensive X-ray therapy, especially by 
the cross-fire method, is not the preferred procedure 
for the postoperative treatment of carcinoma of the 
breast, and that postoperative X-ray therapy with 
moderate repeated dosage decreases the incidence of 
recurrence and metastasis and often prolongs life. 
Therefore irradiation therapy is given as soon as 
possible after the operation, without waiting until 
the wound is healed. Irradiation is employed in- 
stead of surgery only in cases which are entirely in- 
operable. 

Stomach. A study of the records of 648 cases of 
cancer of the stomach shows that there is usually 
a history of indigestion or ulcer; that ulcer of the 
stomach has a distinct potentiality as a precancerous 
condition; that the history and the X-ray findings 
are the most valuable means of diagnosis; that a 
differential diagnosis between an old ulcer and an 
early cancer cannot be made with certainty; and 
that when cancer is suspected exploration should be 
done at once. In late cases, there is great danger of 
metastasis, especially to the liver or retroperitoneal 
glands, after surgical removal of the lesion. 

Cancer of the stomach is characterized by such 
rapidity of growth and such extensive lymphatic in- 
volvement that it reaches an inoperable stage very 
early in its progress. Since the earliest stages are 
practically symptomless and the earliest symptoms 
are those of more or less mild indigestion, the ma- 
jority of cases come for treatment too late for cure. 

The operation indicated is the widest possible 
excision of the growth. In cases in which the prog- 
nosis appears to be hopeless the use of blood trans- 
fusion, injections of saline solution, diathermy dur- 
ing and after the operation, the application of hot 
packs, and operation performed in stages may some- 
times effect a cure or result in a comfortable pro- 
longation of life. In some cases, disappearance of 
the supposedly cancerous mass after the first stage 
of a two-stage operation has rendered the second 
stage unnecessary. 

Of 95 cases treated by resection, five-year survival 
resulted in 6.94 per cent, and of 168 treated by gastro- 
enterostomy, five-year survival resulted in 5.21 per 
cent. In 20 cases treated by irradiation alone there 
were no five-year survivals. 

Gall bladder. When a patient presents symptoms 
referable to the gall bladder which have been pres- 
ent for more than a year the possibility of malig- 
nancy of the gall bladder should be considered. As 
cancer of the gall bladder is usually associated with 
cholecystitis, treatment for the latter condition is 
often given until the disease has extended into the 
liver and deep structures and it is too late for opera- 
tion to be of avail. If the presence of the malignant 
condition is recognized before extension to the liver 
has occurred, immediate cholecystectomy is in- 
dicated. 

Liver. Cancer of the liver is rarely primary and is 
always incurable. 
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Intestines and rectum. Six hundred and eighty-five 
cases of carcinoma of the large intestine and rectum 
have been treated at the Cleveland Clinic. Of the 
patients who can be traced, 8.45 per cent have sur- 
vived for five years or more. 

The diagnosis of carcinoma of the small intestine 
is made from the history and clinical signs and the 
X-ray picture. When such a carcinoma is found, an 
exploratory operation should be performed to deter 
mine its operability and it should be removed 
immediately if possible. 

In cases of carcinoma of the large intestine and 
rectum, a colostomy should usually be done and fo! 
lowed by radical operation with postoperative 
roentgen irradiation. In cases in which the growth 
is so low in the rectum that it is readily accessible, 
the implantation of radium needles and the applica- 
tion of radium packs may be sufficient. In inoper 
able cases a colostomy should be done and followed 
by irradiation. There should be a period of about 
ten days between the colostomy and the decision as 
to the method of treatment since that length of time 
is necessary to allow the inflammatory reactions of 
the disease to subside sufficiently. The decision as 
to the type of operation to be performed depends, 0! 
course, upon the findings of an exploratory opera 
tion. After the colostomy the entire picture ma\ 
change. 

While deep roentgen irradiation is beneficial after 
operation or radium treatment, it is of little, if any. 
value in the treatment of recurrences. 

Genito-urinary organs. Of the patients treated for 
malignant disease of the genito-urinary organs at 
the Cleveland Clinic who can be traced, 9.84 per 
cent of those treated for malignancy of the bladder. 
8.74 per cent of those treated for malignancy of the 
kidneys, and 3.75 per cent of those treated for malig 
nancy of the prostate have survived five years or 
longer. 

In general, malignant tumors of the genito-uri- 
nary organs are best treated by surgery with, in cer 
tain cases, the addition of irradiation. In inoperable 
cases irradiation may be the only possible treatment. 

Tumors of the kidney in children may sometimes 
be reduced by deep roentgen therapy, but the ir- 
radiation must be followed later by surgery. 

For malignant tumors of the kidney in adults, the 
indicated treatment is surgery with irradiation be 
fore and after operation. Irradiation will often so 
reduce the size of the tumor that an inoperable case 
becomes operable. Tumors of the kidney should be 
irradiated however hopeless the outlook. In some 
cases of deep bladder tumors, radium has seemed of 
value, but the results are too uncertain for its routine 
use. Postoperative irradiation is employed in many 
cases, but principally because of the hope that it 
may be of avail rather than because of any definite 
results that have been obtained up to the present 
time. 

Malignant tumors of the testes are treated by 
surgery with irradiation both before and after opera- 
tion. 
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In carcinoma of the prostate it remains to be 
decided whether prostatectomy or irradiation is the 
treatment of choice. The author believes that 
prostatectomy is to be preferred in uncomplicated 
cases, but in cases in which a high blood urea cannot 
be reduced, irradiation may be the only possible 
treatment or may be indicated to tide the patient 
over until prostatectomy can be performed. 

Uterus. Seven hundred and eighty-three cases of 
carcinoma of the uterus have been treated at the 
Cleveland Clinic. Two hundred and eleven were 
cases of carcinoma of the fundus and 572 were cases 
of carcinoma of the cervix. Of the patients treated 
for carcinoma of the fundus who can be traced, 
14.84 per cent have survived for five years or longer. 
It is still unknown whether surgery or irradiation is 
the treatment of choice for carcinoma of the fundus, 
but in carcinoma of the cervix the pre-eminent value 
of irradiation appears to be established. 

In the cases of women past middle age who have 
an intermittent or continuous uterine discharge an 
immediate complete hysterectomy should be per- 
formed even if the character of the discharge does 
not appear to indicate the presence of a malignant 
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condition. Curettage is contra-indicated in such 
cases for if cancer is present this procedure will dis- 
seminate the cancer cells. 

In inoperable cases of carcinoma of the fundus, 
deep roentgen therapy is of value for palliation and 
the prolongation of life. 

In the irradiation of carcinoma of the cervix, both 
radium and deep roentgen therapy are used. Ra- 
dium is applied in needles and by packs. 

Ovary. When carcinoma of the ovary is primary, 
which is rare, the removal of both ovaries is indi- 
cated. If the peritoneum is extensively involved, 
deep roentgen therapy may retard the disease. 

Bone. It is still uncertain whether a primary ma- 
lignancy of bone should be treated by roentgen 
irradiation or by surgery, but it has been definitely 
established that if operation is performed, it should 
be preceded and followed by roentgen irradiation, 
and if the condition is in a limb, amputation should 
immediately follow irradiation provided the condi- 
tion is operable. The only treatment for metastatic 
tumors is palliative roentgen irradiation. Radium 
is contra-indicated as it will destroy the periosteum 
and cause necrosis. Joseru K. Narat, M.D. 
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